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ABSTRACT
Pfouts, Anna Elizabeth. A proposed clinical pathway for the management of violent or
potentially violent patients in the intensive care unit. Unpublished Doctor of Nursing
Practice Scholarly Project, University of Northern Colorado, 2022.

Workplace violence (WPV) is an increasing problem throughout health care. Violent
events are most commonly attributed to patient-nurse interactions due to the amount of time
nurses spend with patients and because nurses comprise the majority of the healthcare workforce.
The majority of the current literature on patient-to-nurse violence focused on the emergency
department and psychiatric care settings, revealing a gap in our understanding of this
phenomenon in clinical areas such as the intensive care unit (ICU). Nurses who provide care in
the ICU might be particularly susceptible to WPV due to high patient acuity and other
environmental stressors. Clinical pathways are commonly used to translate evidence into practice
and are an evidence-based tool utilized by healthcare providers to manage a variety of clinical
situations. No clinical pathway currently details the management of violent or potentially violent
patients in the ICU. Therefore, the purpose of this Doctor of Nursing Practice scholarly project
was to develop a clinical pathway for the management of violent or potentially violent patients
within the ICU setting through the synthesis of a comprehensive literature review and input from
a panel of expert stakeholders using the Delphi method. In addition, a detailed pilot testing plan
for the pathway after completion of this project is proposed.
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CHAPTER I
INTRODUCTION
Workplace violence (WPV) is a growing problem in health care, particularly amongst the
nursing profession. Workplace violence might include any situation where the nurse feels their
safety or well-being has been compromised. The most widely accepted definition of WPV
adopted by the World Health Organization, International Council of Nurses, International Labor
Organization, and Public Services International is “incidents where staff are abused, threatened,
or assaulted in circumstances related to their work, including commuting to and from work,
involving an explicit or implicit challenge to their safety, well-being, or health” (Ayasreh&
Hayajneh, 2021, pp. 187-188). In the United States, the most commonly used definition of WPV
emerged from the National Occupational Institute for Occupational Safety and Health (NIOSH)
and the Occupational Safety and Health Administration (OSHA), which define WPV as “violent
acts (including physical assaults and threats of assaults) directed toward persons at work or on
duty” (OSHA, 2016, p. 2). Both NIOSH and OSHA are agencies with direct government
oversight. While they are not directly responsible for creating laws about WPV, these
organizations influence enforceable safety policy and regulation on a national scale. The most
common perpetrators of violence against nurses are patients but it is important to note that WPV
could also be committed by family members, visitors, and coworkers. This project focused on
the most common perpetrators of violent events committed against nurses: patients in the
inpatient setting.
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“The health care and social service industries experience the highest rates of injuries
caused by workplace violence and are 5 times as likely to suffer a workplace violence injury than
workers overall” (U.S. Department of Labor, Bureau of Labor Statistics [BLS], 2022, para. 2).
Nurses comprise the largest percentage of healthcare professionals in the United States and, as
such, represent the majority of healthcare workers who experience WPV (American Association
of Colleges of Nursing, 2022; Shafran-Tikva et al., 2017). A recent survey of nearly 12,000
nurses conducted by the American Nurses Association (ANA, 2022a) found the COVID-19
pandemic had significantly exacerbated mental and physical safety problems due to increased
levels of stress felt by nurses and patients alike. The ANA (2022a) found 33% of nurses
experienced increased incidents of physical violence at work within the last year with 57%
reporting the violence experienced was directly from patients. The pandemic has led to increased
patient loads, patient acuity, staffing shortages, and nurses’ exposure to traumatic events (ANA,
2022a). These conditions might lead to increased stress, which likely contributed to the increased
experience of physical violence within the last two years. Traumatic stress and events could
cause the development of aggression pathways within the brain, causing people to violently act
out when in stressful situations (Nordman et al., 2020). The BLS (2022) noted that “healthcare
workers accounted for 73 percent of all nonfatal workplace injuries and illnesses due to violence
in 2018. The industry’s number of total workplace violence has grown since 2011” (para. 4).
Nurses working in any setting might experience violence. The majority of the current
WPV literature focused on the emergency department (ED) and psychiatric settings but nurses
within the intensive care unit (ICU) experienced violence as well and would potentially benefit
from an evidence-based approach to managing violent patients, which does not currently exist.
This project provided management strategies and a step-by-step approach in the form of a
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clinical pathway for ICU nurses on how to manage violent patients and potentially decrease
violent event occurrences.
Background
Workplace violence is severely underreported by nurses and, thus, it remains largely
unaddressed. Nurses tend to underreport WPV for a variety of reasons. A study done by the
Emergency Nurses Association found “nurses reported only 13.9% of verbal abuse and 34.4% of
physical abuse to which they were exposed” (Copeland & Henry, 2017, p. 66). Underreporting
might be related to nurses considering WPV as an inevitable aspect of the job. This belief could
be attributed to the hospital or unit culture, concern regarding patient satisfaction scores, lack of
understanding about how to report events, lengthy and time-consuming reporting tools, lack of
institutional or managerial support, or a lack of interventions for the perpetrators of violent
events (Copeland & Henry, 2017; Halm, 2017). However, underreporting violent events has been
detrimental to the nursing profession as it places nurses at risk of bodily or psychological injury,
which might contribute to increased stress and turnover.
Although the WPV phenomenon has been well described in ED and psychiatric settings,
violent events occur throughout every unit in the hospital including the ICU (Burchill et al.,
2018; Havaei et al., 2019; Liu, Gan et al., 2019). The critical care patient population places
nurses at risk for violence due to higher disease burden, increased rates of delirium due to
polypharmacy or serious medical conditions, patients or families responding to death or poor
prognosis, and overall high levels of stress (Liu, Gan et al., 2019; Sahawney & Boss, 2021).
While all patients have the potential for violence, the ICU patient population exhibits the highest
medical acuity and is at an increased risk for violent outbursts. Patients in this setting often have
compounding factors that increase the potential for violent behavior due to traumatic brain
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injuries (TBI), ICU-induced delirium, withdrawal from illicit drugs or alcohol, hypoxia, or other
metabolic disorders (Katzin et al., 2020; Pitts & Schaller, 2021). Very little research was
available about WPV in the ICU setting and none that addressed how to manage violent patients
with a comprehensive, evidence-based, step-by-step approach such as a clinical pathway (CPW).
An evidence-based CPW that helps nurses know how to respond and manage a violent patient
could improve reporting numbers and decrease overall violent incidences by standardizing
nursing workflow and creating a culture of safety.
Workplace Violence Classifications
According to the NIOSH (2022), workplace violence could be classified into four types:
•

Type 1—Criminal intent: where the perpetrator has no relationship to the business or
employees, and usually commits a crime along with the workplace violence. An
example of this could be a nurse who is assaulted or accosted in a hospital parking lot
by a random perpetrator.

•

Type 2—Customer/client violence: This type of violence is most prevalent in health
care and considers the relationship among the patient, family, visitors, and employee.

•

Type 3—Worker-on-worker violence: This is sometimes classified as lateral violence
and could include bullying or peer to peer violence.

•

Type 4—Personal relationship violence in which a perpetrator has an outside
relationship with a healthcare worker and it carries into the work environment.

For the purposes of this project, Type 2 violence, or customer/client violence, was the primary
focus because within the nursing profession, nearly all Type 2 violent events are committed by
patients (BLS, 2022, chart 3; Copeland & Henry, 2018).
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Current Measures to Control
Workplace Violence in
Healthcare Settings
In 2016, OSHA issued a set of standard practices for preventing WPV in the healthcare
setting. This practice guideline included evidence-based measures to control violent events and
prevent injuries (Arbury et al., 2022). These measures were organized into three areas where
there were opportunities for intervention: substitution, engineering controls and workplace
adaptations to minimize risk, and administrative and work practice controls (OSHA, 2016).
When discussing WPV in the ICU setting, substitution was often not a feasible control area as
this generally required a patient to be transferred to a higher security facility. In most cases, this
approach would not be appropriate given the patient’s medical need for ICU level care. There is
the potential to intervene in engineering controls and workplace adaptation when there is the
ability to separate the hazardous event from the worker including installing metal detectors,
bullet proof glass, and panic buttons throughout the ICU. However, this project was focused in
the area of administrative and work practice controls. This is where implementation of
administrative and practice improvement projects could make a working environment safer. A
CPW fit into the administrative controls category that included policies and procedures,
guidelines, and regulations that altered how the work was done in a particular setting (OSHA,
2016).
An abundance of research was available about how prevention through employee
education and training was an effective strategy to help decrease WPV. However, there was
limited current research at the organizational level concerning how nurses should react or
perform when a patient is becoming violent or when they sense the potential for a violent
outburst (Ayasreh & Hayajneh, 2021; Liu, Gan et al., 2019). This project focused on providing
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guidance for the treatment and management of violent or potentially violent patients when
prevention strategies failed. The intent was to provide nurses with a very specific, yet simple tool
that guided their actions in the moment the event was happening.
Current Legislation Regarding
Workplace Violence
In recent years, there has been an increase in legislation intended to protect nurses and
healthcare workers in general from WPV. In February of 2021, Representative Joe Courtney (DCT-2) introduced a House Resolution that aimed to “direct the Secretary of Labor to issue an
occupational safety and health standard that requires covered employers within the health care
and social service industries to develop and implement a comprehensive workplace violence
prevention plan” (Workplace Violence Prevention for Health Care and Social Service Workers
Act, 2021-2022, para. 1). This resolution passed the U.S. House of Representatives and has
moved on to the Senate where it was referred to the Committee on Health, Education, Labor, and
Pensions. The resolution is anticipated to pass in the Senate, at which point it would be signed
into law by the President. The resolution requires that employers must take action to ensure the
safety of their employees from WPV. The WPV prevention plan must have direct care employee
participation in the development of the plan, should be specific to each facility, must remain in
effect at all times, and should be developed with stakeholder or expert input from the specific
facility (Workplace Violence Prevention for Health Care and Social Service Workers Act, 20212022).
This Doctor of Nursing Practice (DNP) project was implemented in the state of
Washington where a bill with similar requirements of hospitals already exists. House Bill 1931
addresses WPV in hospitals and other healthcare settings like long term care facilities and
nursing homes. “The law requires hospitals to have a committee to address workplace violence,
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develop and implement a plan to address workplace violence, and provide violence prevention
training” (Symank, 2022, para. 2). Passage of the bill in 2021 led to the implementation of a
WPV committee at Harborview Medical Center (HMC) where this project took place. The HMC
WPV committee meets every other month, discusses all of the violent events that have occurred
since their last meeting, and has developed several WPV trainings available to employees. All
new employees are required to complete an intensive online module that discusses WPV, the
state and federal laws that have been implemented regarding WPV, and how to report a violent
event. To date, a CPW has not been developed or implemented in any of the ICUs at HMC that
addressed WPV or the management of violent patients. The committee also developed an
elective in-person training available to all employees interested in a more in-depth course that
specifically addressed verbal de-escalation techniques and how to keep yourself safe when
encountering a violent patient or family member. These trainings and the development of the
committee fulfilled the requirements of H.B. 1931 and are anticipated to also fulfill the
requirements of the federal Workplace Violence Prevention for Health Care and Social Service
Workers Act should it be enacted at the federal level in the future.
Overview of Clinical Pathways
As previously stated, no known clinical pathways have addressed WPV for nurses in the
ICU setting. A clinical pathway is typically unique to an institution and gives healthcare staff a
step-by-step operational process for a particular situation (Rotter et al., 2019). A CPW could
standardize and optimize quality of care. According to Rotter et al. (2019), a CPW is a structured
multidisciplinary care plan with the following characteristics:
1.

It is used to translate guidelines or evidence into local structures.
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2.

It details the steps in a course of treatment or care in a plan, pathway, algorithm,
guideline, protocol or other “inventory of actions” (i.e., the intervention has timeframes or criteria-based progression).

3.

It aims to standardize care for a specific clinical problem, procedure, or episode of
healthcare in a specific population. (pp. 311-312)

Clinical pathways are commonly used in the ICU to decrease central line associated
blood infections or ventilator associated pneumonia by addressing how to respond to these
clinical situations. Both of these infections could lead to poor outcomes and longer ICU length of
stay (Alotaibi et al., 2020). In general, a CPW could be utilized to address both prevention and
response to a clinical situation. This clinical situation would dictate if the CPW’s main goal was
aimed at prevention or response. For this DNP project, the CPW was meant to help the bedside
ICU nurse understand how to respond to and manage the violent or potentially violent patient.
Rotter et al.’s (2019) operational definition of a CPW was used to guide this scholarly project.
Statement of the Problem
Workplace violence has increasingly been recognized at both the federal and state levels
as being problematic for healthcare professionals. A violent patient creates a clinical situation in
which the nurse is placed at physical, mental, and emotional risk. Currently, there is a limited
body of research regarding interventions for managing violence in departments outside of the ED
or psychiatric settings, and none that discuss the use of an evidence-based tool such as a CPW to
address violent patients. A CPW converts evidence-based guideline recommendations into
clinical practice and are used widely in nursing practice. Currently, no CPW exists detailing how
the bedside nurse in the ICU setting could manage a violent or potentially violent patient.
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Purpose of the Project
The purpose of this Doctor of Nursing Practice (DNP) scholarly project was to develop
an institution-specific clinical pathway to provide evidence-based strategies for ICU nurses in the
management of violent and potentially violent patients by synthesizing the current literature and
stakeholder input.
Need for the Project
Physical and psychological injuries among nurses resulting from WPV might lead to
systemic and patient safety concerns by increasing turnover rates and allowing for new,
inexperienced nurses to care for patients in the unit with the highest acuity in the hospital—the
ICU. With fewer experienced nurses caring for patients, increased rates of errors and poor
outcomes are more likely (Dewanto & Wardhani, 2018). The high acuity of patients in the ICU
could lead to increased patient stress and a corresponding increased risk for violence against
nurses (Ma et al., 2022). Clinical pathways are evidence-based guidelines that could be used by
any nurse regardless of their experience level. A search of the current literature did not reveal a
description of a CPW that addressed WPV in the ICU setting. This gap in the literature was
addressed in this project.
Study Question
This project aimed to address the following research question:
Q1

How can feedback from a panel of expert stakeholders combined with a
comprehensive review of the literature be used to create a clinical pathway for
nurses regarding the management of violent or potentially violent patients in the
ICU?
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Objectives of the Project
Objectives of this project were planned as follows:
1.

Critically evaluate the current literature to develop a draft clinical pathway for
nurses managing potentially violent or violent patients in the ICU setting.

2.

Assemble a panel of expert stakeholders at the project site to electronically
evaluate the draft clinical pathway using validation surveys.

3.

Using the Delphi method, analyze the panel’s feedback and revise the clinical
pathway until consensus is achieved over two to three rounds.

4.

Develop and propose a future pilot testing program for the final draft clinical
pathway in the ICU at the project site.
Summary

The safety of the nursing profession is being compromised by increasing rates of WPV.
Nurses experience violence at disproportionate rates to other healthcare workers as they make up
the largest portion of the healthcare workforce and often have prolonged and direct contact with
patients. Current literature addressed violence almost exclusively in the ED and psychiatric
settings. No current evidence-based CPW has addressed the management of violent or
potentially violent patients in the ICU. This project proposed a CPW that would provide an
evidence-based approach of the management of violent patients and could help to decrease the
number of violent events in the ICU by allowing nurses to understand their role in managing
violent patients.
Definition of Terms
Administrative and Work Practice Controls. The type of control that dictates how the work is
done i.e., changes in practices and procedures (OSHA, 2016).
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Clinical Pathway (CPW). A multidisciplinary plan used to guide, standardize, and translate
evidence-based guidelines into practice (Rotter et al., 2019).
Engineering Controls. The changes in the physical environment that create a barrier between
the worker and the hazard or that remove the hazard from the environment altogether
(OSHA, 2016).
Patient Violence or Assault. An act of aggression carried out by a patient against a healthcare
worker.
Psych. Psychiatric unit in an acute care setting.
Substitution. Elimination of a hazard from a work environment (OSHA, 2016).
Workplace Violence (WPV). Any situation where the nurse feels their safety has been
compromised. This could be through verbal abuse, physical assault, threats, or any
situation where their well-being is challenged.
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CHAPTER II
REVIEW OF THE LITERATURE
This chapter reviews the literature and historical background of workplace violence
(WPV) against nurses and examines the literature surrounding clinical pathways (CPW). Two
literature reviews detailed as a separate search were performed on CPWs and WPV. This was
done to extrapolate how the proposed CPW could perform in an ICU setting. Professional
organization websites and clinical practice guidelines were also reviewed to determine if there
was current published information on the management of violent or potentially violent patients in
the ICU setting. The theoretical underpinning of this project, the knowledge to action (KTA)
framework, is introduced and applied in detail.
Historical Background
The BLS (2012) first classified WPV in 1992 in their Occupational Injury and Illness
Classification Manual. This manual has had several revisions with the most recent being
published in 2012. It provides guidance on how to classify the nature of occupational injury, part
of the body affected, source of injury, and event or exposure. In addition, it provides a coding
system by which events could be reported and was the basis for the WPV data provided by the
BLS. Prior to 1992, there was no formal reporting or statistical analysis of workplace violence
(BLS, 2012).
Literature detailing violent patients and their effects on nurses or healthcare staff first
began to emerge in the 1970s. Most of the early literature focused on psychiatric settings and
simply identified the problem (Coffey, 1976; Engel & Marsh, 1986; Lanza, 1983). It was in the
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late 1990s and early 2000s that the topic started to gain additional traction and more literature
was published about the need for violence prevention and mitigation strategies (Arnetz & Arnetz,
2000; Crilly et al., 2004; Wassell, 2008). Wassell (2008) performed a systematic literature
review that examined the intervention effectiveness for decreasing violence in the healthcare
setting. He concluded that the most effective WPV prevention strategy was an educational
program to teach healthcare workers how to identify a violent patient. However, little mention
was made of a strategic plan to manage the violent behavior once it had been identified. It was
noted that additional research was needed to understand how to mitigate and treat violent
behaviors against healthcare workers (Wassell, 2008). Historically, WPV literature was focused
on ED and psych settings as they tended to have the highest incidence of violent patients.
However, it is notable that WPV occurs in many acute care settings outside of the ED and psych.
The current literature review detailed below noted very little literature focused on the ICU and
no published literature to date has detailed how a proposed CPW regarding WPV could benefit
ICU nurses.
Review of the Literature
Methodology
A two-pronged search was performed to understand how an ICU could benefit from a
proposed CPW to reduce WPV. For the initial search on CPW, the literature was searched via
PubMed (Medline), the Cumulative Index of Nursing and Allied Health Literature (CINAHL),
and Google Scholar. The search terms utilized were clinical pathways and Intensive Care Unit.
The Boolean operator “AND” was used to combine the search terms. Individual articles were
also screened for references within their list of sources. The search was conducted from
December 2021 to February 2022. The search was limited to articles from 2017 to 2022 with the
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following exclusion criteria: articles where the research was done in a pediatric or neonatal ICU,
articles not in English, and articles not published within an academic journal. Nine articles were
selected and reviewed (see Appendix A for the Prisma diagram for this search; Page et al., 2021).
The second review of the literature addressed the main focus for this project: workplace
violence. For the search on WPV, the literature was searched via PubMed (Medline), CINAHL,
PsycINFO, and Google Scholar. The individual articles were also screened for references within
their list of sources. The search was conducted from May 2021 to January 2022. The search
terms utilized were intensive care unit, critical care, nurse, clinical pathway, intervention,
workplace violence, assault, and violence. The Boolean operator OR was used to differentiate
intensive care unit OR critical care, clinical pathway OR intervention, as well as workplace
violence OR assault OR violence. The Boolean operator AND was used to combine the
remaining terms along with the results from the OR searches. The search was limited to articles
from 2017 to 2022 with the following exclusion criteria: articles that were exclusively looking at
healthcare workers other than nurses, articles not in English, duplicates, and articles that were
not published within an academic journal. This search only yielded a total of four articles so the
terms critical care and intensive care unit were removed to expand to different clinical areas.
Seventeen articles were deemed to be appropriate and were reviewed in depth (see Appendix B
for the Prisma diagram for this search; Page et al., 2021).
The level of evidence for both literature searches ranged from levels I to VII including
systematic reviews as well as an organizational recommendation based on expert opinion. Of the
nine articles reviewed for the CPW literature review, six were observational studies (Cherney et
al., 2020; Edholm et al., 2020; Kolk et al., 2019; Lange et al., 2018; Steyerberg et al., 2019;
Yetzer et al., 2017), one was a cross sectional survey (Bergin et al., 2020), one was a preliminary
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report of clinical findings and expert opinion (Iannaccone et al., 2020), and one was a quasiexperimental study (Mohamed et al., 2018). Please see Appendix C for the table of evidence for
this literature review.
Of the 17 studies included in the WPV literature review, four were systematic or
integrative reviews (Ayasreh & Hayajneh, 2021; Burchill et al., 2018; Halm, 2017; Liu, Gan et
al., 2019), one was a recommendation from the American Association of Critical Care Nurses
(AACN, 2019), three were mixed methods design studies (Brunero et al., 2021; Sharma et al.,
2019; Yoo et al., 2018), seven were qualitative design studies (Chesire et al., 2021; Dafny &
Beccaria, 2020; Havaei et al., 2019; Pol et al., 2019; Rahmani et al., 2020; Shafran-Tikva et al.,
2017; Zhang et al., 2017), and one was a quantitative design study (Pacheco et al., 2021). Please
see Appendix C for the table of evidence for this literature review.
In addition to the peer reviewed literature, a review of current practice guidelines from
various professional organizations was examined. Guidelines and best practices were located by
combing through professional websites and through consultation with the DNP scholarly project
committee.
Synthesis of the Literature
The literature review on CPW was overwhelmingly in favor of implementing this tool in
clinical practice to improve outcomes. Nearly all of the articles highlighted that a CPW reduced
hospital length of stay, improved patient care, and was a way to standardize care in an ICU
setting (Bergin et al., 2020; Cherney et al., 2020; Edholm et al., 2020; Kolk et al., 2019; Lange et
al., 2018; Mohamed et al., 2018; Steyerberg et al., 2019; Yetzer et al., 2017). Every article
reviewed a different CPW and each was individual to the institution where patients were
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hospitalized. However, it could be concluded from this review of the literature that CPWs are an
effective way to standardize care and improve patient outcomes in an ICU setting.
Overall, the literature on WPV indicated that Type II violence, or customer/client
violence, occurred frequently within the hospital setting. The majority of research addressed ED
and psychiatric units as this was where violence was most often reported. As previously
mentioned, there was a gap in the literature as no articles were found within this literature search
that specifically addressed clinical pathways for violent patients in an ICU setting. However, the
17 articles reviewed all had an intervention performed in relation to WPV in their respective
settings. These interventions were varied but were generally helpful in addressing WPV as a
whole. Articles were divided and reviewed by patient location: ED, psychiatric units, and all
other units within the hospital setting. Six studies addressed violence in the ED, three studies in
the psychiatric setting, and 12 in all other areas of the hospital (with some overlap in articles
describing more than one location).
The clinical practice guidelines and best practices search indicated a lack of nursefocused information about how to manage violent or potentially violent patients in the ICU
setting. Many of the professional organizations provided guidance for advanced practice
healthcare providers about how to clinically manage patients who might be especially at risk for
violence (such as those with aTBI) but nursing response and interventions were noticeably
absent.
Violence in the Emergency and
Psychiatric Settings
All six of the studies from the ED setting concluded that more interventions were
necessary to help prevent and respond to WPV. Of the six articles, two were systematic reviews
(Ayasreh & Hayajneh, 2021; Liu, Gan et al., 2019), two used an instrument or tool to gather
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quantitative data (Burchill et al., 2018; Zhang et al., 2017), and two were qualitative studies
(Dafny & Beccaria, 2020; Rahmani et al., 2020).
Both systematic reviews found WPV was most prevalent in an ED setting and both noted
additional interventions and prevention programs were necessary (Ayasreh & Hayajneh, 2021;
Liu, Gan et al., 2019). Ayasreh and Hayajneh (2021) performed an integrated review of 18
studies and looked at ED nurse responses to violence as well as why WPV occurred. The review
also examined the evidence regarding the consequences of WPV and factors that contributed to
WPV against ED nurses. They found that in this setting, events of WPV were underreported and
the authors recommended that additional prevention and reporting programs should be
implemented to decrease rates of WPV. The review also suggested that additional interventions
and prevention strategies were needed to address WPV (Ayasreh & Hayajneh, 2021). Liu, Gan et
al. (2019) assessed a total of 331,544 articles for inclusion in a systematic review, ultimately
selecting 253 for review. The authors specifically looked at what type of violence was occurring
in both ED and psychiatric settings and found verbal abuse and non-physical violence were most
prevalent. They also noted WPV was highest in Asian and North American countries and they
suggested the government, policy makers, and individual healthcare institutions needed to be
more proactive in intervening and addressing WPV against healthcare professionals (Liu, Gan et
al., 2019).
Two articles used a reliable survey instrument to gather quantitative data to report their
findings (Burchill et al., 2018; Zhang et al., 2017). Both studies were multi-hospital studies that
looked at the prevalence of WPV for ED nurses and noted that experiences of WPV were
dependent on their settings and environment as well as support from hospital leadership (Burchill
et al., 2018; Zhang et al., 2017). Burchill et al. (2018) developed and tested a survey instrument

18
to measure the perception of safety among ED nurses. The instrument was called the Personal
Workplace Safety Instrument for Emergency Nurses (PWSI-EN) and was found to be a reliable
and valid tool to assess nurses’ perceptions of safety in the ED (Burchill et al., 2018). Zhang et
al. (2017) used multiple assessment tools to gather data across 28 hospitals in China: the
Workplace Violent Incident Questionnaire, the Jefferson Scale of Empathy-Health Professionals,
and the Practice Environment Scale of Nursing Work Index. The aim was to address prevalence
and influencing factors for WPV in ED nurses. Like Burchill et al., Zhang et al. found WPV was
most often non-physical violence like verbal abuse, however, physical violence was the second
most prevalent form of WPV in the ED. Zhang et al. noted that nurses who had less experience,
worked rotating shifts, and had low empathy levels had a greater chance of experiencing WPV.
The authors suggested administrators and nurse managers might benefit from using the study
findings to improve educational interventions and support for nurses at high risk for WPV
(Zhang et al., 2017).
Two qualitative studies used personal interviews to focus on the experiences of nurses
with WPV (Dafny & Beccaria, 2020; Rahmani et al., 2020). Both studies noted that support for
nurses needed to come at the organization level if it was to have success in decreasing WPV.
Dafny and Beccaria (2020) performed focus group interviews with ED, ICU, and psychiatric
nurses. The study examined gender issues associated with WPV as well as the prevalence and
type of violence experienced. Participants reported physical and verbal violent events were
experienced on a daily basis with patients being more likely to commit physical violence and
family or visitors more likely to commit verbal violence. The authors noted that violent events
were on the rise but a lack of support or intervention from administrators led the nurses in the
study to believe it was a part of the job they must accept. The authors concluded that additional
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assistance and training was paramount to decreasing WPV (Dafny & Beccaria, 2020). Rahmani
et al. (2020) interviewed subjects in Iran with the intent to discover what factors led to WPV for
nurses. Twenty-three nurses participated and face-to-face interviews were analyzed to reveal “4
main themes, including job competency mismatch, inadequate resources, criticality of the
situation and circumstances, and inadequate awareness and misplaced expectations of society”
(Rahmani et al., 2020, p. 137). Nurses were found to lack sufficient training in how to handle
WPV situations and community members were found to have unrealistic expectations of nurses,
which led to frustration and violent outbursts. The authors suggested interventions to educate
both nurses and the community to decrease WPV in Iran (Rahmani et al., 2020).
Violence in the Intensive Care Unit and
Acute Care/Hospital Setting
Of the remaining articles, four addressed violence in the ICU setting (AACN, 2019;
Dafny & Beccaria, 2020; Pol et al., 2019; Yoo et al., 2018), three addressed medical-surgical or
acute care settings (Dafny & Beccaria, 2020; Halm, 2017; Havaei et al., 2019), and six articles
looked at the general hospital setting (Brunero et al., 2021; Chesire et al., 2021; Liu, Zheng et al.,
2019; Pacheco et al., 2021; Shafran-Tikva et al., 2017; Sharma et al., 2019).
All four articles from the ICU setting suggested WPV was a rising concern for nurses and
noted this phenomenon was most likely underreported (AACN, 2019; Dafny & Beccaria, 2020;
Pol et al., 2019; Yoo et al., 2018). The literature also noted a need for further intervention to
educate ICU nurses about how to de-escalate, cope with, and combat WPV (AACN, 2019; Dafny
& Beccaria, 2020; Pol et al., 2019; Yoo et al., 2018). The AACN (n.d.) is a nationally recognized
non-profit organization dedicated to the education and advocacy of ICU nurses. A monthly
publication addresses recommendations for ICU nurses to de-escalate and manage violent events.
The AACN recognizes that violence is on the rise in the ICU and there needs to be educational
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interventions for nurses to understand how to keep themselves safe (AACN, 2019). Pol et al.
(2019) performed a retrospective study over a two-year period. The authors examined events that
triggered a violence emergency code response within the ICU for a 12-month period before and
after the implementation of a new policy that required a timely admission to the ICU from the
ED. An examination of preceding incidents and the overall context that led to aggressive and
violent behaviors from patients found that male critical care nurses were the most likely to
experience WPV. It was proposed that violent patients might have been preferentially assigned to
male nurses; however, the cause of increased violence toward males could not be determined
from the analysis completed (Pol et al., 2019). The authors concluded that further policy
development, education, and support from administration was needed to combat WPV (Pol et al.,
2019). Yoo et al. (2018) used a mixed method design where they collected interviews and
surveys from ICU nurses about their experience with WPV and what coping methods they
employed. They found nearly all (99.5%) nurses had experienced WPV with verbal violence
again being the most prevalent. Conclusions from this study were that ICU nurses experienced a
high rate of violence in their jobs, they had poor coping mechanisms, and additional
interventions were needed to help educate nurses and create a safe working environment (Yoo et
al., 2018).
Of the three articles that specifically mentioned medical-surgical units, two also
discussed psychiatric units. The remaining article by Halm (2017) was a literature review that
examined the evidence of aggression management education on WPV rates. She found that
educational intervention benefits “include improvement in knowledge, skills, and confidence
related to aggression management, as well as increased reporting and some reduction in
incidence and severity of workplace violence” (Halm, 2017, p. 508).
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Six articles looked at a generalized hospital setting and did not specify a specific unit or
location (Brunero et al., 2021; Chesire et al., 2021; Liu, Zheng et al., 2019; Pacheco et al., 2021;
Shafran-Tikva et al., 2017; Sharma et al., 2019). Three of the six articles not only generalized the
location but also looked at the general healthcare workforce (Brunero et al., 2021; Shafran-Tikva
et al., 2017; Sharma et al., 2019). While nurses comprised the largest portion of healthcare
professionals and thus had a greater chance of experiencing WPV than other workers, it was
valuable to examine all of the evidence as it provided insight into how and why violent events
occurred in the hospital setting. Chesire et al. (2021) aimed to understand how nurses cognitively
perceived violent events against healthcare workers. The authors concluded WPV was perceived
in varying degrees and dimensions and that it was highly variable between research subjects. Liu,
Zheng et al. (2019) aimed to study how WPV affected nurse job satisfaction, rates of violence,
and the effects on patient safety. They concluded WPV was a major contributor to poor job
satisfaction and increased rates of burnout, which led to overall poor patient safety rates. Pacheco
et al. (2021) validated a Portuguese version of the 12-item Violence Prevention Climate Scale
(VPCS). The Violence Prevention Climate Scale is a validated and reliable tool that evaluates
nurses’ perceptions of violence prevention. They noted violence prevention was essential for
nurses’ welfare as well as their ability to provide high quality care and to practice safely
(Pacheco et al., 2021).
Brunero et al. (2021) developed a tabletop exercise to help prepare healthcare workers for
WPV events. The authors noted violence was not something to be ignored but discussing how to
deal with WPV before it happened could help workers feel better prepared about their role
during a violent event and how to manage violent patients. Findings from this study suggested
tabletop exercises were a low-cost, effective way to empower employees to prepare for WPV
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(Brunero et al., 2021). Shafran-Tikva et al. (2017) performed a systematic analysis of the types
of violence experienced by hospital staff in an Israeli hospital. They used a quantitative
questionnaire that assessed the incidence of violent behaviors in a variety of hospital settings.
They concluded a more concrete definition of violent behaviors and an assessment of the
prevalence of events were needed to better assess the policies at an operational level. An
executive commitment to WPV prevention and treatment was necessary for changes to occur
(Shafran-Tikva et al., 2017). Sharma et al. (2019) conducted a cross-sectional, questionnairebased study that examined the perceptions of healthcare workers about what led to violent events
in the hospital. As with many previous studies, the most prevalent type of violence was verbal
abuse; patient frustration with bills, length of stay, short staffing, and unexpected medical results
were the most common precipitating factors for WPV in the hospital. Additional resources like
heightened security and debriefing sessions are needed for healthcare workers to feel safe
(Sharma et al., 2019).
Clinical and Best Practice Guidelines
from Professional Organizations
As described earlier in this chapter, a review of websites and published materials from
various professional organizations was undertaken to fully explore the literature in the area of
WPV in the inpatient healthcare setting. The American College of Surgeons’ (2022) Best
Practice Guidelines lacked any information for clinicians concerning the management of violent
or potentially violent patients in any of their trauma patient populations (including TBI,
geriatrics, orthopedics, and palliative care patients). From Canada, the Ontario Neurotrauma
Foundation’s (2022) clinical practice guideline for the rehabilitation of adults who had sustained
a brain injury lacked any guidance on the treatment of violent or potentially behaviors.
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The ANA (2022b) is the largest professional nurses’ organization and is dedicated to the
advancement and protection of nurses. They acknowledged that WPV is a problem that needs to
be addressed and have information on educational resources for prevention. It was also noted
that up to 40% of WPV incidences went unreported because nurses assumed they would
experience a lack of support from their colleagues and employers (ANA, 2022b). The
organization provides resources to contact lawmakers to promote federal and state initiatives to
address WPV and there is currently a campaign titled #EndNurseAbuse, which is a call to action
to protect nurses on the job (ANA, 2022b). However, their focus remains on how to prevent
WPV and does not currently offer guidance to nurses in the management of violent patients
when the violence is taking place.
More locally, the Rehabilitation Technical Advisory Committee, a division of the
Washington State Department of Health (2020), noted aggression is a common complication of
TBIs and suggested de-escalation techniques like using a calm voice, removing materials that
could be thrown, considering psychotropic medications, and offering frequent reassurance to an
aggressive patient. They did not provide any guidance for responding to violent incidents. The
AACN (2019) issued a position statement and recommendations to help prevent violent events
from happening including education of all staff on how to recognize and de-escalate violent
behavior and best practices for reporting violent behavior.
Identifying and Deescalating Violent
or Potentially Violent Patients
Identification of violent patients is key to understanding when to use the proposed CPW
for this project (see Appendix D). Halm (2017) noted several influencing factors that indicated a
patient’s risk for becoming violent including “history of aggression, psychiatric disorders,
substance abuse, stress/frustration/anxiety, powerlessness, and perceptions that violence is
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tolerated” (p. 504). Patients often had medical conditions that predisposed them to violent
behavior. This behavior could be due to neurological conditions like TBI, brain tumors, delirium,
stroke, or dementia. Other conditions that could lead to alterations in behavior are hypoxia,
uremia, substance abuse withdrawal, and mental illness (Pitts & Schaller, 2021). These were all
common patient conditions in neurological ICU and medical ICU settings where this project took
place and complete control of violent behaviors might not always be feasible. Thus, nurses
require additional guidance on how to respond in situations where medical management of the
patient’s behavior is limited.
Early warning signs of potential violence are often identifiable and include recognizing
changes in the patient’s voice (volume and tone), posture, body language, physical distance to
staff, and increased agitation or confusion (Halm, 2017). The AACN (2019) recommended deescalation techniques that should be implemented if these early warning signs were noted. These
techniques could include maintaining a relaxed tone of voice and body language, playing calm
music, distraction techniques, liberation from restraints when possible, offering the patient
realistic choices, avoiding arguing, planning a route of escape, and seeking support from
colleagues when necessary (AACN, 2019). It is important to note that some patients might prefer
nature sounds or reduced noise/silence; recognizing both their preference and response to any deescalation intervention is crucial. Once violent or potentially violent behaviors have been
identified, the nurse should immediately implement individually tailored de-escalation
techniques while simultaneously enlisting additional help from other members of the healthcare
team as needed.
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Summary of the Literature Review
Current evidence demonstrated that WPV in the healthcare setting is a rising epidemic
throughout the world. While many of the reviewed studies demonstrated research in the ED,
psychiatric setting, or generalized acute care, the ICU should not be overlooked as a location for
violent events to occur. By nature, the acutely ill patient population puts ICU nurses at an
elevated risk for violence. The ICU setting includes a patient population with a higher disease
burden, elevated patient and family stress, and a higher incidence of delirium, which could lead
to unpredictable behavior and violent outbursts (Pol et al., 2019; Yoo et al., 2018). Consistent
with the gap in the peer-reviewed literature, there was a noticeable lack of guidance from the
major professional organizations about how staff such as nurses should respond to violent or
potentially violent patients in the ICU setting. There was a dearth of information about how to
behave or what help to obtain if prevention or de-escalation techniques failed and the patient
became violent. The evidence suggested it was critical to have interventions in place that
provided direction for nurses about managing a violent patient or potentially violent patient in
the ICU. A CPW as an intervention has been proven to be an effective means of incorporating
multidisciplinary, evidence-based knowledge into the ICU setting to improve patient outcomes.
The proposed CPW has the potential to provide direction and a step-by-step course of action for
managing violent patients in the ICU setting that might ultimately improve workplace safety for
nurses and all other staff.
Theoretical Framework
Background
The knowledge to action (KTA) framework was originally part of a study conducted by
the Canadian Institutes of Health Research in 2004 (Graham et al., 2006). Ian Graham et al.
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(2006) developed the framework to facilitate applying evidence-based research to clinical
practice. In healthcare, evidence-based research needs to be understood and contextualized prior
to implementation. The KTA framework provided an understanding of how to generate new
knowledge and then implement it into practice.
Description
The KTA framework sought to simplify the process of implementing evidence-based
research into clinical practice, provide conceptual clarity, and help end users understand how to
translate knowledge in real life ways (Rycroft-Malone & Bucknall, 2010). The Canadian
Institutes of Health Research developed the KTA framework by critically reviewing 31 planned
action theories and performing a theory analysis on each one (Graham et al., 2006). Graham et
al. (2006) concluded that all of the planned action theories had two major phases: knowledge
creation and an action cycle. The goal was to simplify the multiple terms and processes from
these 31 theories and describe how to move knowledge into action in a more simplistic and
tangible way as illustrated by the figure in Appendix E.
The knowledge component is represented by the triangle or funnel where knowledge is
filtered through each stage as it becomes more useful to the user. The action cycle is represented
by the seven phases surrounding the knowledge creation funnel. These seven phases of action
could be either in conjunction or separate from the knowledge cycle. Each of the seven phases
have several theories that could be utilized to gather information and guide the process of
implementing knowledge (Rycroft-Malone & Bucknall, 2010).
“The KTA framework was designed to be used by a broad range of audiences. Because it
is the result of a synthesis of planned action theories, it was not conceived within a specific
context, with a particular audience in mind” (Rycroft-Malone & Bucknall, 2010, p. 215). This
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framework has been widely used to implement evidence-based research into practice. A simple
Google Scholar search revealed the original “Lost in Knowledge Translation” paper by Graham
et al. (2006) has been cited over 3,000 times within published works. The framework’s broad
theory synthesis lends itself well to knowledge implementation within multiple settings.
Rationale for Use
As previously mentioned, clinical pathways (CPW) are a way to standardize and optimize
care for patients in the ICU setting. Little research shows how ICU nurses could manage violent
patients in a meaningful way. A review of available literature showed a host of knowledge about
WPV needs to be translated into practice. The KTA framework provided guidance on how to
translate this knowledge into practice in a simplistic, approachable manner designed for the enduser (in this project, ICU nurses).
Application
The KTA framework was used to guide this project as it moves from problem
identification (WPV in ICU setting) to knowledge inquiry and synthesis (literature search plus
expert feedback) to assessing barriers to knowledge use (creation and stakeholder review of the
final draft CPW). This was accomplished by utilizing the two major phases of the KTA
framework: knowledge creation and the action cycle.
Knowledge Creation
Three phases comprise the knowledge creation portion of the framework: knowledge
inquiry, knowledge synthesis, and creation of knowledge tools or products. Knowledge inquiry
represents the first generation of knowledge gathering, which is unrefined and rough. This
“represents the unmanageable multitude of primary studies or information of variable quality that
is out there and that may or may not be easily accessed” (Graham et al., 2006, p. 18). This phase
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has already been completed through the initial data and knowledge mining that led to the
choosing of this DNP project subject matter, which led to the development of a project question
that was of interest to the principal investigator.
The second phase is knowledge synthesis. This is often the knowledge found in
systematic reviews or meta-analysis and is the combining of existing knowledge into something
usable. After the project question was firmly established, a comprehensive literature search was
conducted to determine what knowledge was currently available about WPV and CPWs as
detailed in this chapter and in the table of evidence (see Appendix C).
The third step in the knowledge creation cycle (generation knowledge) is the creation of
tools or products. This third step includes the most refined knowledge that has been gathered into
tools like care pathways or practice guidelines. The purpose of the tools or products from this
phase is to organize knowledge in a manageable format along with recommendations for care.
This was represented by the creation of a draft CPW that was presented to a panel of expert
stakeholders and refined for implementation into practice.
Action Cycle
The action cycle is represented by seven phases that could work separately or in
conjunction with each other and the knowledge creation funnel:
1.

Identification of a problem/review of the current knowledge on the problem in
question. This first phase was accomplished by conducting a thorough literature
review and finding no CPW is currently available that directly addresses WPV in
the ICU setting. As the knowledge creation and action cycles are dynamic and
could work in conjunction with each other, some redundancy occurred within the
phases to ensure all the knowledge was gathered and utilized appropriately.
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2.

Adapt knowledge to local context. Graham et al. (2006) explained this phase as
“the process individuals or groups go through as they make decisions about the
value, usefulness, and appropriateness of particular knowledge to their setting and
circumstances” (p. 20). This phase was represented by the feedback gathered from
the panel of expert stakeholders at the specific project site in multiple rounds of
CPW draft creation. The stakeholders represented a knowledge base that could
provide expert critical appraisal and the development of a draft CPW that was
implemented after the completion of this DNP project.

3.

Assess barriers/supports to knowledge use. A potential barrier to the creation of
this CPW was the gathering of expert knowledge from the panel of stakeholders.
This was addressed by ensuring all of the stakeholders utilized for the expert
panel were volunteers with an expressed interest in the project topic. They could
decline to continue in the project at any time without fear of repercussions. Since
all of the panelists were also employed by the project site, they would assist in
identifying potential barriers to future implementation of the CPW through the
validation surveys.

4.

Select, tailor, implement interventions, This phase “involves selecting and
tailoring interventions to the identified barriers and audiences” (Graham et al.,
2006, p. 20). This phase was part of the data gathering for this DNP project.
Through a short virtual survey, data on the proposed CPW as an intervention as
well as the effectiveness and feasibility of the proposed CPW were gathered and
analyzed.
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5.

Monitor knowledge use. The principal investigator used the knowledge gathered
from the panel of experts to revise and prepare the CPW for future
implementation. Pilot testing for the CPW was not conducted until after this
scholarly project ended.

6.

Evaluate outcomes. This phase is meant to “evaluate whether application of the
knowledge actually makes a difference in terms of such things as health,
practitioner, and system outcomes” (Graham et al., 2006, p. 21). This was
accomplished by presenting the CPW to stakeholders a second time (and perhaps
third time) after the knowledge gathered from their expertise had been utilized to
revise the proposed CPW until a consensus could be achieved.

7.

Sustain knowledge use. This phase is meant to “set in motion a feedback loop that
cycles through the action phases” (Graham et al., 2006, p. 21). If the knowledge
gathered from Steps 5 and 6 deemed the CPW not useful or if steps needed
alteration, this action cycle phase would be useful in implementing changes so the
knowledge could be tailored to fit the desired outcomes after the CPW had been
revised.

These phases were dynamic and were meant to help guide users through implementation
of change in groups of various settings and sizes. These action phases came from planned action
theories and represented the commonalities many of the studied theories highlighted. The action
cycle phases were easy to follow and were fairly self-explanatory. All seven phases completed
the KTA action cycle and allowed for end users to break off the knowledge translation process
into manageable and understandable pieces. This DNP project did not allow for any testing of the
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final CPW in the clinical setting due to time constraints. However, this project addressed and
utilized the entire KTA framework during the creation of a draft CPW.
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CHAPTER III
METHODOLOGY
This chapter focuses on the design, setting, and sample of this Doctor of Nursing Practice
(DNP) project. The mission and vision of the project are described as well as the steps required
for the implementation and evaluation of the project objectives. Analysis, duration, and ethical
considerations are also addressed in this chapter.
Design
The design of this project was a quantitative quality improvement project utilizing a
modified Delphi method to virtually gather and assess input from a panel of experts regarding
the proposed clinical pathway (CPW) for management of violent or potentially violent patients in
the intensive care unit (ICU). This method began with completion of a thorough literature review
as detailed in Chapter II. This particular design was well suited for this project as the focus was
to synthesize the literature and gather expert feedback regarding the creation of a new CPW
designed for use in an ICU setting.
The Delphi method was utilized to gather input from the panel of expert stakeholders
until consensus could be achieved. The Delphi method “is defined by four basic principles:
anonymity, iteration, controlled feedback of responses to all group members, and statistical
aggregation of individuals’ responses” (Belton et al., 2019, p. 72). The Delphi method allows
experts from different disciplines and backgrounds to provide their opinion on a particular topic.
This permitted the gathering of an array of viewpoints and interpretations. This method also
suppressed “negative features of group discussions such as domineering individuals and
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opinions, which can undermine the effectiveness of these discussions” (Belton et al., 2019, p.
72). The Delphi method has proven to be a reliable and valid research tool through use of expert
consensus. “If the panels participating in the study are representative of the group or the area of
knowledge, then content validity can be assumed” (Keeney et al., 2001, p. 198). By including a
large group of experts that represent each possible stakeholder for the proposed CPW, validity
could be achieved. In addition, the Delphi method allowed for group consensus without the
biases of ‘group think’ or inadvertently allowing one group member to influence other expert
opinions.
Setting
The setting for this DNP project was an ICU at the University of Washington Harborview
Medical Center (HMC). Harborview Medical Center is a 413-bed hospital located in downtown
Seattle, Washington. It is managed by the University of Washington and is the only Level One
Trauma Center in Washington state. It serves as the regional trauma and burn referral center for
Alaska, Montana, and Idaho (University of Washington Medicine, n.d., para. 2). This DNP
project took place within two of HMC’s ICUs: the Neurological Critical Care Unit and the
Medical Intensive Care Unit.
Sample
This project consulted a panel of expert stakeholders in their respective fields. The panel
of experts had expertise in the ICU setting and completed anonymous questionnaires (see
Appendix F) to gather their input on the CPW draft (see Appendix D). Ten invited participants
included five ICU trained RNs, a charge nurse, a security officer, a physician, an advanced
practice provider (nurse practitioner), and a representative from risk management. Inclusion
criteria included current employment at HMC and fluency in spoken and written English.
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Additionally, all recruited panelists had at least one year of experience in the ICU setting. This
experience did not need to be clinical in the case of risk management and security but those
experts were required to have an understanding of ICU policies and procedures. Exclusion
criteria for this project were those not currently employed at HMC, those not fluent in the
English language, and those who lacked experience with the ICU patient population.
The panel of experts was recruited through the use of recruitment emails (see Appendix
G) and assistance from one of the project committee members at HMC. The committee member
was a doctoral prepared clinical nurse specialist (CNS) who had worked at HMC since 2007 and
was well connected throughout the institution. She assisted in identifying individuals who would
potentially be available and interested in participating in this DNP project; a recruitment email
was sent to the individuals identified after seeking written approval from the ICU manager.
Project Mission, Vision, and Objectives
The mission statement was to create a clinical pathway for violent or potentially violent
patients that allowed ICU nurses to follow a logical step-by-step process to enhance safety and
staff wellbeing.
The vision was to have a fully developed clinical pathway ready for implementation into
current ICU practice at HMC upon completion of this project.
The objectives of this DNP were to
1.

Critically evaluate the current literature to develop a draft clinical pathway for
nurses managing potentially violent or violent patients in the ICU setting.
•

Reviewed current literature using multiple databases: PubMed (Medline),
the Cumulative Index of Nursing and Allied Health Literature (CINAHL),
and Google Scholar.
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•

Literature was critically appraised and synthesized in order to complete a
first draft CPW and determine gaps in the management of violent or
potentially violent patients in the ICU setting utilizing a CPW.

2.

Assemble a panel of expert stakeholders at the project site to electronically
evaluate the draft clinical pathway using a validation survey.
•

Recruited experts in their respective fields to gain insight into the validity
and feasibility of the proposed CPW.

•

Created a virtual survey (see draft of survey in Appendix F) evaluating the
proposed CPW utilizing Qualtrics software to gather data.

3.

Using the Delphi method, analyze the panel’s feedback and revise the clinical
pathway until consensus was achieved over two to three rounds.
•

Recorded the proposed changes for the CPW by exporting Qualtrics
survey software data into an Excel spreadsheet and worked in conjunction
with the DNP project advisor to analyze the panel’s recommendations and
make revisions.

•

Revised the CPW and presented it to the panel.

•

Two rounds of questionnaires were completed until broad consensus was
achieved regarding the completeness and readiness for future
implementation of the CPW.

•

As the panel was able to reach consensus, the literature was not consulted
further; thus, the primary investigator and project advisor did not engage
in critical decision-making based on their professional expertise beyond
the second round of data analysis.
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4.

Develop and propose a future pilot testing program for the final draft clinical
pathway in the ICU at the project site after data collection and analysis had
ceased. The pilot testing plan is described in Chapter V of this written project.
Project Plan

This DNP project included the following key components:
•

Obtained written permission from HMC to recruit the expert panel from staff
affiliated with the ICUs (see Appendix H);

•

Obtained University of Northern Colorado (UNC) Institutional Review Board
(IRB) project approval following a successful proposal defense as determined by
the project committee (see Appendix I);

•

Recruited and assembled a panel of expert stakeholders who met the inclusion
criteria for this project;

•

Using the literature review detailed in Chapter II, developed a proposed CPW on
the management of violent or potentially violent patients in the ICU setting;

•

Created a validation survey using Qualtrics software (see Appendix F);

•

Utilized the Delphi method in two rounds of surveys until consensus among the
panel of experts was achieved;

•

Between data collection rounds, analyzed the responses from the expert panel in
collaboration with the project advisor by exporting the Qualtrics software results
into an Excel spreadsheet and engaged in critical decision-making, consulting the
literature as appropriate;

•

Created a final proposed CPW designed to be implemented at the project site after
this DNP project was completed.
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Instrumentation
The initial validation survey focused on the completeness, practicality, and feasibility of
implementation of the proposed CPW. The survey had ‘yes/no’ responses with short (140character-limited), open ended text options in the case of a ‘no’ answer. The Delphi method
utilized for this project allowed each expert stakeholder to respond virtually and anonymously to
the survey questions in Qualtrics. After the responses were collected, the answers were combined
into a statistical summary in Qualtrics. The limited character open responses were also entered
into the Excel spreadsheet for analysis.
Analysis
Nominal data collected from the questionnaires were analyzed after export into Excel.
Qualitative answers were also entered into the Excel spreadsheet and, with the assistance from
the project advisor, were categorized and utilized to revise the proposed CPW into the second
Delphi method round. The revised CPW along with another validation survey were sent back to
the group of experts for further input. Since the expert panel responses were largely conclusive
after the second round and there were no ties, the literature was not consulted again to provide
guidance on further revisions of the CPW.
Duration of the Project
The timeline from the initial presentation of the CPW to the final proposed pathway was
expected to be roughly four to five weeks. After IRB approval was obtained (see Appendix I),
the panel of expert stakeholders was recruited via email. Once deemed eligible per the project
inclusion criteria, the panel was presented with an online survey The panel was given one week
to respond to the initial CPW survey. A single reminder email was issued as the response rate
was <50% by the end of the first week. The total time allotted for the first round of data
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collection was 10 days. The data were then analyzed and the CPW was revised according to the
input received. There was one week between the original pathway feedback final deadline and
the revised pathway that was presented to the expert panel with a second survey. The panel was
given six days to complete the second round of data collection with a single reminder email sent
after four days. After two rounds of data collection, broad consensus was achieved and an
additional round of surveys was not necessary. In conjunction with disseminating the CPW drafts
and gathering of data from the expert stakeholders, completion of the written project was
ongoing. The written project was completed after data collection had ceased and the oral defense
of the project was scheduled. In total, the project took eight weeks from initiation to completion.
Ethical Considerations
Following the successful defense of the DNP project proposal and written permission
from HMC to recruit staff for the project sample (see Appendix H), an application for UNC IRB
approval was submitted. The DNP project was categorized as exempt and was not implemented
until IRB approval had been obtained (see Appendix I). The data from the expert stakeholders
were collected and stored on a password protected computer that was only accessible by the
primary investigator. The results were shared with the DNP project committee advisor using the
secure UNC server. Prior to collecting any data, electronic implied consent was obtained from
each of the expert stakeholder participants at the start of the first Qualtrics survey (see Appendix
F). The risks of this project to participants were minimal but did include a time commitment of
approximately 10-20 minutes per data collection round. No other anticipated risks were
associated with participation in this project. Experts could decline to continue participation at
any time without fear of reprisal.
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A potential conflict of interest existed between the subject matter and the principal
investigator of this DNP project. The principal investigator was the victim of an assault in an
ICU setting while working as a staff nurse in 2015. This potential conflict was addressed by:
•

Utilizing an ICU setting for this project that was not the same as the one where
the original assault took place.

•

Ensuring the DNP project committee advisor had direct oversight of the CPW
proposed and the surveys given to the expert stakeholders in order to mitigate the
possibility of personal bias.

•

Recognizing significant time had elapsed since the initial assault and the
completion of the DNP project.
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CHAPTER IV
DATA ANALYSIS AND RESULTS
This chapter presents the data analysis and results of this Doctor of Nursing Practice
(DNP) project. The results of two rounds of surveys designed and implemented in a manner
consistent with the Delphi method are presented. The outcomes of the project are detailed in
relation to the DNP project question and objectives.
Objective One: Results
The first objective of this project was to critically evaluate the current literature to
develop a draft clinical pathway (CPW) for nurses managing potentially violent or violent patient
in an intensive care unit (ICU) setting. A literature review was completed as detailed in Chapter
II of this project and further represented in a table of evidence (see Appendix C). A draft CPW
was then developed by the principal investigator under the supervision of the project committee
advisor and with additional input from the project committee members (see Appendix D).
Objective Two: Results
The second objective of this project was to assemble a panel of expert stakeholders at the
project site to electronically evaluate the draft CPW using a validation survey. Recruitment of
the panel of experts was completed utilizing professional contacts of the principal investigator
and one of the project committee members who was employed at the project site (see Appendix
G for recruitment email sent to stakeholders). Ten expert stakeholders were recruited for the
project: five representatives from clinical nursing, a charge nurse, a physician, an advanced
practice provider, security personnel, and risk management. These 10 experts formally agreed to
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participate in this DNP project and were sent the initial draft pathway along with an anonymous
Qualtrics survey (see Appendix F). Of the 10 experts recruited, six responded to the first-round
survey and seven responded to the second-round survey.
Objective Three: Results
The third objective of this project was to utilize the Delphi method to analyze the expert
panel’s feedback and revise the CPW until consensus could be achieved over two to three
rounds. The panel was sent a copy of the proposed CPW (see Appendix D) along with a link to
an anonymous Qualtrics survey (see Appendix F) asking for feedback about the pathway. The
expert panel of 10 stakeholders was given one week in which to complete the survey at which
time there were only two respondents. A reminder email was then sent with a request to
complete the survey allowing for an additional three-day timeframe. Six responses were recorded
within this 10-day round one data collection window. At the start of the survey, respondents
were informed their completion of the survey would serve as implied consent and they could
withdraw their participation at any time. The second round of surveys was sent to the same 10
expert stakeholders who were given six days to respond to the survey. When there were only two
respondents by the fourth day allotted, a reminder email was sent with a request to complete the
survey within the six-day timeframe. At the end of the six days, seven full responses and one
partial response was recorded; however, the partial response was omitted from the final data
analysis as the only questions completed were the demographics.
Round One Sample
Demographics
At the time the survey was completed, all of the respondents were current employees at
the project site: Harborview Medical Center (HMC). Demographic information included
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participants’ current professional role, if they currently worked in an ICU setting, and how many
years they had been in their current role. Table 1 provides a description of the participants who
participated in the first round of data collection.

Table 1
Round One Participants
Demographics
Characteristic
Current Role at HMC
Clinical RN
MD
NP
Security
Current Role Includes Working in an ICU
Yes
Setting
No
Number of Years in Current Role at HMC
1-2
2-5
5-10
10+
Note. N = 6

n (%)
3 (50)
1 (17)
1 (17)
1 (17)

6 (100)
0

1 (17)
0
4 (67)
1 (17)

Results
The results of the round one Qualtrics survey as well as the planned revisions are
presented in Table 2. The panel of experts was asked about the usefulness, completeness,
feasibility, and ease of use of the proposed pathway. Two respondents emailed additional
suggestions and revisions to the principal investigator within the 10-day response timeframe.
This additional feedback was integrated into the round one analysis and is reflected in Table 2.
By providing this additional information, the panelists who separately emailed comments did not
preserve their anonymity, which is outside the norm of the typical Delphi method. However, the
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information was deemed valuable and was integrated into the next draft of the pathway. The
character limited text responses and the emailed suggestions were both analyzed with assistance
from the project committee advisor and modifications to the pathway are listed in the far-right
column of Table 2.
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Table 2
Round One Survey Results and Plan for Modification
Category
Do you consider the pathway
content valid and applicable
to the management of violent
or potentially violent patients
in the ICU setting?

Do you find the pathway to
be useful and easy to follow?

Do you think the steps of the
pathway are logical?

Yes n (%)
4 (67)

4 (67)

3 (50)

No n (%)
2 (33)

2 (33)

3 (50)

Comments
Would define the "risk factors", would define your
"inclusion criteria" for violent behavior (doesn’t have to
be in the boxes but maybe in an appendix)

Revisions Based on Results
Examples of risk factors added (i.e., brain injury or
dementia), inclusion criteria are defined in the WPV
policy at HMC, will consider including this policy as a
link with the pilot program rollout

Code silver: indicates a weapon. Code grey is for violent
events. Charge nurse cannot round hourly

Wording changed to code gray, rounding time for
Charge RN role changed to every 4 hours

The flow is inconsistent with current polices. Step 2
should be step 1, step 3 should be step 2 and code silver is
active shooter

Steps re-organized, wording changed
to code gray

Easy to follow, not useful because it isn't feasible

Additional clarification added to pathway to improve
feasibility

With the addition of the edits emailed to Ellie

See modifications below in "other comments" section

"Reassess every 2 hours" might make the patient more
worked up-maybe reassess q shift? For how long would
you reassess (days)?

Added clarity about frequency of assessment (every 2
hours for 12 hours) and when to discontinue.

In general they look good - I would include workup of
etiology (e.g., delirium, intoxication) and addressing that.

Pathway is designed for RNs but did clarify verbiage
about notifying provider to initiate a work-up

See edits emailed

See modifications below in "other comments" section

Steps are out of order, and Code silver should be Code
gray, silver is active shooter

Steps re-organized, wording changed to reflect code
gray

Unsure if we have enough security staff to round as
frequently as pathway suggests. Charge RN cannot round
hourly, maybe every 4 hrs at most

-Rounding time for Charge RN role changed to every 4
hours and for security to every 2-4 hours
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Table 2 continued
Category
Do you think it will be
feasible to implement the
pathway in the ICU setting at
HMC in the future?

Do you think the pathway is
missing any information?

Optional: Please include any
further comments or
suggestions about the
pathway (140 character
limit)

Yes n (%)
4 (67)

3 (50)

No n (%)
2 (33)

3 (50)

Comments
It would have to be restructured before use

Revisions Based on Results
Pathway restructured according to comments above

If this is implemented, including # to call is helpful

Phone number for code gray added
to pathway

Addressing etiology, delineate escalation steps before
describing de-escalation, delirium precautions

See comment above about addressing etiology

Possibly adding clarity to a few steps could be helpful

Clarity added based on additional comments from panel

Code gray not Code silver, de-escalation and calling
security should be earlier in the process for staff safety

Steps re-organized, wording changed to reflect code
gray

Not sure how staffing is for our hospital security team so
they may not be able to round every two hours.

Wording changed to indicate security rounding times if
staffing allows (see response above)

I found this to be beneficial on 3w for being a visual alert

This comment is regarding placing an orange dot outside
the patient’s room, which was an initiative at HMC
implemented on one med/surg floor. Will retain this
suggestion for this ICU pathway.

A similar pathway already exists In the current policies
and procedures

Policy and procedure located and found to be geared
more toward security staff, not clinical nursing

Title of pathway should be moved to the top or placed in
a header for clarity

Title revised and added to top of pathway
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Table 2 Continued
Category
Additional comments sent via email
to principal investigator (Appendix
K)

Yes n (%)

No n (%)

Comments
I really like the proactive approach

Revisions Based on Results

If no, then reassess q2hours then continue to
observe. For completeness, add an arrow back to
the beginning

Arrow added leading back to beginning of pathway

I think that by removing the word "warn" in step
1, you remove assumption. What you are really
trying to do is proactively provide caution to those
who are about to enter the room.

Wording changed from "warn" to "identify"

I would re-order the steps. Step 1: looks good,
Step 2: I feel should be informing the
charge/manager before trying de-escalation
therapies. Just in case the de-escalation doesn’t go
well

Steps re-ordered according to current WPV policy and
additional comments from panel

Step 2: bullet 4-can patients throw necessary
items? Is there a way to make this more clear?

Added that steps 2-4 of revised pathway can occur in
conjunction
Wording changed to indicate items that could be
thrown are removed from patient reach

Might make sense to get rid of the "no" box on
pathway (if they are violent, we should react, but
"monitoring for potential violence" depends on
the individual patient).

Left "no" box in place as there should be a course of
action if the patient is not displaying violent behavior
but has elevated risk factors
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Summary of Round One Survey
Findings
After the first round of surveys was completed by the expert panel of stakeholders, the
data were analyzed by the primary investigator with input from the project committee advisor.
Revisions to the CPW were made based on the feedback from the survey as well as the separate
emails from two panelists (see Appendices J and K) as interpreted by the primary investigator
and committee advisor. While it was recognized that when the two panelists directly emailed
feedback to the primary investigator it negated the anonymity of the Delphi method, the decision
was made to integrate this feedback into the overall round one findings as it was valuable and
useful to the project.
The feedback from the expert panel of stakeholders revealed several concepts that were
considered and led to the modifications described in Table 2. The panelists suggested the steps in
the proposed CPW needed to be re-ordered to be consistent with the current WPV policy at
HMC. The policy stated that security should be notified of a violent or potentially violent patient
after de-escalation techniques had been initiated to have additional support for clinical staff as
needed. Additionally, it was indicated that the rounding frequency for nurse managers/charge
nurses and possibly security staff was not feasible. Thus, the frequency and steps were adjusted
in the revised pathway. Slight wording changes were suggested and implemented for improved
clarity and a phone number for calling a Code Gray (indicating a violent patient) was added to
further contribute to ease of use.
It was also suggested that there is currently a pathway similar to the proposed version
within the existing HMC policies and procedures. While a current policy is in place at HMC for
WPV, it did not address nursing specifically; rather, it was designed for all employees at the
organization. The policy offers helpful information for staff on how to prevent violence from
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occurring as well as the steps for calling a Code Gray. However, critical analysis suggested the
policy was written from and geared toward a security officer standpoint. It was less nurse-centric
and provided little insight into how to actively manage a patient who is currently displaying
aggressive behavior in the clinical setting. It was important to note at this phase of the project
that while this WPV policy existed, it appeared not every panelist was aware of it and a CPW
might still be a useful tool for clinical nursing staff in particular.
Round Two Sample
Demographics
For the second-round survey, identical demographic information was collected as with
the first survey to capture a potentially different composition of respondents (see Appendix L).
There was one respondent who completed only the demographic information before the six-day
data collection timeframe expired. This response did not address any of the questions about the
CPW and thus was excluded from analysis. Table 3 provides a description of the participants
who participated in the second round of data collection.
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Table 3
Round Two Participants
Characteristic
Current Role at HMC
NP
Clinical RN
Charge/Relief Charge RN
MD

n (%)
1 (14)
4 (57)
1 (14)
1 (14)

Current Role Includes Working in an ICU
Yes
7 (100)
No
0 (0)
Number of Years in Current Role at HMC
1-2
0 (0)
2-5
3 (43)
5-10
3 (43)
10+
1 (14)
Note. N = 7

Round Two Survey Results
The results of the round two Qualtrics survey as well as the CPW revisions are presented
in Table 4. The second-round survey again assessed the usefulness, completeness, feasibility, and
ease of use of the proposed pathway. One additional response was emailed to the principal
investigator within the six-day response timeframe (see Appendix M). As with the first round,
this additional feedback negated the participant’s anonymity but was integrated into the round
two analysis. The character-limited text responses and the emailed suggestions were again
analyzed with assistance from the project committee advisor, which resulted in minor edits to the
final draft pathway as detailed in the far-right column of Table 4.
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Table 4
Round Two Survey Results and Plan for Modification
Category

Yes
n (%)
7 (100)

No
n (%)
0 (0)

Do you find the pathway to be useful
and easy to follow?

7 (100)

0 (0)

Do you think the steps of the pathway
are logical?

7 (100)

0 (0)

Do you think it will be feasible to
implement the pathway in the ICU
setting at HMC in the future?

6 (86)

1 (14)

Do you consider the pathway content
valid and applicable to the
management of violent or potentially
violent patients in the ICU setting?

Comments

Revisions Based on Results

I think my biggest question would be if security
could back this up

Addressed in the previously revised CPW but will confirm
further with security staff prior to pilot testing

If we have enough staff and security, this is
totally doable
Do you think the pathway is missing
any information?

Optional: Please include any further
comments or suggestions about the
pathway (140 character limit)

1 (14)

6 (86)

It’s unclear, and will become apparent when the
pathway is trialed

Missing information will become more apparent in pilot
testing
program described in Chapter 5

Placing an orange arm band on an angry patient
could prove difficult. Also what do you say to
the patient about the bracelet?

Armband may be placed during
Code Gray when extra staff are
present
Armband may be placed during Code Gray when extra staff
are
present
Patient education about armbands is standard nursing practice
and will apply to orange armband application
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Table 4 Continued
Category
Optional: Please include any further
comments or suggestions about the
pathway (140 character limit)

Yes
n (%)

No
n (%)

Comments

Revisions Based on Results

Would define the risk factors a bit more precisely,
would add documented history of violence

Inclusion criteria are defined in the WPV policy at
HMC. Will
consider including this policy as a link with the pilot
program
rollout

Obviously, someone that is violent screens in, but what
exactly does 'potentially violent' mean?
Also, not all brain injuries are necessarily violent, so
would be more specific (e.g. TBI involving an
altercation, or bifrontal injury, stratify by GCS) – e.g.
we are a neuro ICU, and ALL our patients have brain
injury but most are not violent, many are comatose,
others are coherent, and neither group has to be
assessed q12h.

Violent patient inclusion criteria defined in HMC WPV
policy. CPWs also allow the clinical RN to use nurse
judgement about who would benefit from the CPW

What are triggers for steps 2-4? If step 1 is
unsuccessful? If there is certain type of violence?

Additional clarification added to CPW

Should steps 2 and 3 be merged (once you feel
concerned enough to call security, you may as well
place the orange signals)? What is the purpose of the
orang wristband and dot? To warn providers?

Previously revised pathway notes steps 2-4 can occur
simultaneously

Orange wristband and dot on door explained in
educational rollout detailed in Chapter V
What is the purpose of security rounding in regular
time intervals? Same of the charge nurse? Is a certain
time interval (q4h) more helpful than them being
available? What is expected of them? Should they
round together?

-From WPV policy: security “officers patrol and
inspect areas to ensure a safe and secure environment”
(HMC, 2020 p. 5). During roll out of the CPW, the
purpose (to provide additional safety/support for the
clinical RN and patient) and expectations will be
addressed

Also, maybe if violence has not resolved by xxx, a
team huddle may not be a bad idea to formulate a
mutually agreeable plan.

Optional team huddle added to end of CPW
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Summary of Round Two Survey
Findings
The information from the second round of Qualtrics surveys was analyzed by the
principal investigator with assistance from the project committee advisor. Broad consensus
among the expert stakeholders was achieved and minor edits were completed based on the
feedback received, resulting in a final draft CPW (see Appendix N). A concern about the
availability of security staff was again brought up by two of the panelists. This concern had been
previously addressed during the first round of revisions after the first survey revealed similar
feedback. These initial concerns resulted in the revised pathway indicating security rounding was
dependent on both patient condition and security staffing levels but further clarification about the
purpose and expectations of security rounding would be addressed in the roll-out of the CPW for
testing (see Chapter V). In addition, the separately emailed feedback from the second round of
surveys (see Appendix M) as well as minor suggestions from the project committee during the
final defense were integrated into the final draft CPW. Cumulatively, this feedback prompted
several additional edits describing how to proceed if de-escalation techniques fail, adding
'substance abuse' to the risk factors text box, encouraging debriefing regardless of whether a
violent incident occurred, and suggesting a team huddle if the violent behavior had not resolved
within 12 hours.
Objective Four: Future Pilot Testing Program
To fully determine the effectiveness of the proposed clinical pathway, a future pilot
testing program would be needed at the project site. The fourth objective of this project was to
develop and propose a future pilot testing program for the final draft clinical pathway. This
objective is addressed in Chapter V of this written project.
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Analysis of Study Question
The aim of this project was to address how feedback from a panel of expert stakeholders
combined with a comprehensive review of the literature could be used to create a clinical
pathway (CPW) for nurses regarding the management of violent or potentially violent patients in
the ICU. A proposed CPW was developed and is ready for implementation in a future pilot
testing program at HMC. The initial CPW was developed utilizing a thorough literature review
and project committee input. The draft CPW was then presented to an expert panel of
stakeholders within the project site and was revised twice based on their feedback. Consistent
with the Delphi method, after two rounds of surveys, majority consensus was achieved and
minor changes were incorporated into the final pathway (see Appendix N). This project was able
to successfully demonstrate the process of creating a CPW for future implementation into
practice using the Delphi method.
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CHAPTER V
DISCUSSION
This chapter discusses and interprets the results of the DNP project considering the
research question. It details the limitations of the project and implications for further study. In
addition, the essentials of the project are discussed using the AACN’s (2006) The Essentials of
Doctoral Education for Advanced Nursing Practice using the EC as PIE (enhance, culmination,
partnerships, implements, and evaluation) framework (Waldrop et al., 2014).
Conclusions
The purpose of this scholarly DNP project was to develop an institution-specific clinical
pathway (CPW) to provide evidence-based strategies for ICU nurses in the management of
violent or potentially violent patients by synthesizing current literature and stakeholder input. It
was well established within the literature that workplace violence (WPV) is an increasing
problem throughout healthcare (ANA, 2022a; BLS, 2022; Halm, 2017). The current literature
primarily focused on the emergency department and psychiatric settings without adequately
addressing violence in the ICU setting. Clinical pathways are a well-established, evidence-based
tool that could be utilized in an ICU setting to change current practice (Rotter et al., 2019). No
current evidence-based tool for clinical nurses such as a CPW addresses how to manage violent
patients in the ICU. This project aimed to create a CPW that would be easy to use and ready for
implementation in a future pilot testing program.
The knowledge to action (KTA) framework was utilized for this project to understand
and conceptualize evidence-based research and organize this research into practice. The
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framework was used to gather knowledge through an extensive literature search and filter this
knowledge through the three phases of the knowledge creation cycle. By then utilizing the seven
phases of the action cycle, the evidence-based knowledge was translated into a usable product in
the form of a draft CPW. The draft CPW was then presented and evaluated by a panel of expert
stakeholders at the project site. Using the Delphi method, expert consensus was achieved over
two rounds of surveying and a final draft CPW was developed as detailed in the previous
chapter.
An expert panel of stakeholders was asked to complete anonymous Qualtrics surveys in
order to gather data on the usefulness, completeness, feasibility, and ease of use of the proposed
CPW. The quantitative data gathered along with the short free text responses from the Qualtrics
surveys and individual emails sent to the principal investigator were exported into an Excel
spreadsheet. The data were then analyzed and interpreted with the assistance of the project
committee advisor. The CPW was revised until majority consensus of the expert panel of
stakeholders was achieved.
Limitations
A number of limitations were identified for this DNP project. The original goal was to
have at least one representative from a variety of professions who would potentially be impacted
by the final draft clinical pathway. Ten expert stakeholders were recruited for the project
including clinical nurses, a charge nurse, a physician, a nurse practitioner, security personnel,
and risk management. The principal investigator was unable to recruit a nurse manager from the
project site. As detailed in Chapter IV, no responses were recorded from risk management and
only some of the invited clinical nurses participated. While the experts who completed the
surveys were fairly diverse and provided valuable information, the sample did not fully reflect
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the desired expertise to ensure all stakeholders were fully represented. Prior to implementation of
a future pilot program, it would be beneficial to gather additional input from one or more nurse
managers and a representative from risk management at the project site.
Another limitation to the project was the limited text responses in the surveys. If the
expert stakeholder answered the question with “no”, they were asked to provide a short response
with additional feedback. The text responses were limited to 140 characters to gather additional
information about the pathway while ensuring the data were manageable and concise. Two
respondents emailed the principal investigator with additional feedback. While these emails were
thoughtful and provided valuable information, they did diverge from the planned methods for the
project and resulted in an increased amount of qualitative data requiring additional analysis.
However, the information from these emails was valuable and was integrated into the overall
analysis under the supervision of the project advisor when revising the pathway.
Finally, during the first round of data collection, at least one respondent shared their
perception that a WPV clinical pathway was already in existence at the project site. There was a
comprehensive WPV policy in use at HMC but it was not widely publicized and the principal
investigator was only able to locate the policy after a prolonged intranet search. The WPV policy
focused on prevention of violence and was geared toward the role of security personnel during a
violent event. However, no current, discoverable pathway at HMC detailed how a clinical RN
could manage a violent or potentially violent patient in the moment the violence was occurring.
While it was determined there was no nursing pathway like the one this project detailed, it might
have influenced the expert panelists’ feedback and it could not be determined if other panelists
were also under the same impression. It was made clear in the second round of data collection
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that the proposed CPW was filling a carefully identified gap for nursing at the project site but it
was important to acknowledge this potential misconception.
Recommendations for Future Research
The final objective of this DNP project was to develop and propose a future pilot testing
program for the final draft CPW (see Appendix N). A pilot testing program is a “small-scale test
of the methods and procedures to be used on a larger scale” (National Center for Complementary
and Integrative Health, 2022, para. 2). It is focused on feasibility and “typically used to assess for
preliminary evidence of intervention effectiveness” (Spurlock, 2018, p. 457). The future pilot
program for this project could be implemented in any of the ICUs at Harborview Medical Center
(HMC). The majority of the expert stakeholders were recruited from the Neurological Critical
Care Unit (NCCU) and thus the project would ideally be tested in this environment. Workplace
violence occurs throughout the hospital but the patient population in the NCCU puts nurses
particularly at risk due to the increased prevalence of medical conditions that predispose the
patient population to engage in violent behavior such as traumatic brain injuries, stroke,
dementia, delirium, and other neurological disorders.
Pilot testing would require educational in-services for all clinical nursing staff and nurse
managers prior to roll-out. Ideally, this education would be accomplished by sending an email to
all unit staff with a short, informative review of this DNP project and a copy of both the CPW
and current WPV policies at HMC. This would be followed by a five-minute education
presentation delivered by the primary investigator during shift change huddles on multiple days
(including weekends) to reach all staff on all shifts. Education would include identification of the
patients appropriate for the pathway, how to use the pathway, and the purpose of the pilot
program. Ideally, unit-specific champions of the pathway would be identified prior to rollout.
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These champions would receive additional education about the pathway, allowing them to be a
resource for staff questions and concerns. The champions would ideally be charge nurses on the
unit who could encourage the clinical nurses to utilize the pathway when a violent or potentially
violent patient was identified. Efficacy of the pilot testing program would be determined using
pre- and posttesting of all nurses in the ICU. The pre/posttests would determine if the CPW was
useful, practical, and if the nurses felt it assisted in the management of violent or potentially
violent patients. Pretests would occur prior to the CPW rollout and posttests would occur (a)
after each shift in which a potentially violent or violent event occurred and (b) again at the end of
the pilot testing period. The unit champions would be responsible for encouraging nurses to
complete the posttests. The length of the pilot testing program should be six to nine months
duration to ensure adequate data collection. After the six to nine month pilot testing period, ICU
nurse volunteers who utilized the CPW would be asked to participate in a focus group to provide
more detailed feedback about the efficacy and usability of the CPW.
In addition to the education of nursing staff, there would need to be an introduction to the
CPW for both security staff and ICU advanced practice providers. This education would again be
initiated via a short, informative email describing the role each profession plays and the
expectations presented in the CPW such as rounding. The email would be followed up with an
educational five minute in service provided to security personnel during shift huddles and during
morning/evening shift change for ICU providers. Although the clinical nurses in the ICUs would
be the intended end-users of the CPW, a single pretest and posttest of security personnel and
providers would be completed at the start and end of the pilot testing period to evaluate their
perceptions of the pathway in relation to supporting the nurses.
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The WPV committee at HMC tracks all violent events that occur at the hospital. Prior to
implementation of this CPW, it would be important to review their documentation of violent
events that occurred in the NCCU for at least six months prior to the CPW rollout. During the
pilot testing period, tracking would continue to determine if there was any change in the number
of violent events that occurred in the NCCU during the implementation of the CPW and all
feedback from the nurses on the completed posttests would be reviewed by the committee. Once
the pilot testing program was completed in the NCCU and all necessary updates were made to
the CPW based on the data collected, a rollout to other ICUs within HMC would be
recommended. If successful, results from the organization-wide pilot program could lead to
publications of research findings and the CPW could easily be re-tailored to fit other healthcare
locations beyond the project site.
Reflection
The AACN (2006) proposed that the DNP degree should represent the terminal degree
for clinical nurse practitioners. This DNP project demonstrated how to use evidence and
integrate it into clinical practice. The project, along with the entire DNP program, promoted an
understanding of how to gather, interpret, and ultimately utilize data from both evidence-based
literature and current practice. The preparation for how to improve patient outcomes, integrate
new knowledge, and develop critical thinking skills has been invaluable.
Waldrop et al. (2014) noted that DNP programs are highly variable but there are basic
expected outcomes for all programs. The authors detailed five criteria that must be met by a
rigorous program to achieve the expected DNP outcomes as established by the AACN. These
criteria are represented by the acronym EC as PIE (enhances, culmination, partnerships,
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implements, and evaluates; Waldrop et al., 2014). The details of how this DNP project met these
five criteria are described as follows:
•

E—“Enhance health outcomes, practice outcomes, or health care policy”
(Waldrop et al., 2014, p. 301). This DNP project sought to address a gap in the
literature regarding how to manage violent or potentially violent patients in the
ICU setting. No evidence-based step-by-step approach was detailed within the
current literature that guided ICU nurses in the management of violent patients.
This project sought to enhance both current healthcare practice and policy by
proposing a newer and safer model of care that would hold the potential to
improve outcomes for both patients and healthcare staff.

•

C—“Reflect a culmination of practice inquiry” (Waldrop et al., 2014, p. 302).
Through a comprehensive literature review and from professional experience, this
DNP project identified workplace violence as a specific and growing problem that
needed to be addressed. The project culminated in a proposed change to current
practice at the project site in the form of the final draft CPW (see Appendix N)
and a pilot testing program detailed above. The suggested change is “practical
[and] likely to be used in the real-world setting” (Waldrop et al., 2014, p. 302).

•

P—“Require engagement in partnerships” (Waldrop et al., 2014, p. 302). This
DNP project required the engagement of several partnerships throughout the
project site. Recruitment of a variety of expert stakeholders in multiple
professional roles required the collaboration of an interprofessional and
interdisciplinary team to complete data collection. Feedback from all participants
was equally taken into consideration and the revised pathway and multiple rounds
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of surveying were a form of controlled, professional communication among
primary investigator and participants. Future pilot testing of the pathway would
require additional partnerships at the unit level to ensure accurate evaluation of
the tool.
•

I—“Implement/apply/translate evidence into practice” (Waldrop et al., 2014, p.
302). This DNP project allowed for the gathering and application of multiple
sources of evidence into the creation of a proposed CPW to manage violent or
potentially violent patients in the ICU setting. The utilization of both the literature
and a panel of expert stakeholders allowed for the consideration of a variety of
professional perspectives and ensured that the final project was appropriate for
clinical practice. If the proposed pilot testing program demonstrates improved
efficacy among clinical nurses in managing violent patients, the pathway could be
tested in other ICUs within the project site and additional healthcare systems as
desired.

•

E—"Require evaluation of healthcare, practice, or policy outcomes” (Waldrop et
al., 2014, p. 302). This DNP project evaluated the current practice of managing
violent patients in an ICU setting. There was a WPV committee at the project site
and a general policy that detailed how to prevent WPV situations from occurring.
However, critical evaluation revealed limited guidance for nurses on how to
respond once the violent event was about to occur or had occurred. This project
has the potential to decrease the number of violent incidents and improve nurse
safety and satisfaction, leading to decreased turnover rates, more experienced
nurses staying at the bedside, and improved patient outcomes. Recent legislation
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at the state and federal levels is increasingly requiring healthcare facilities to
address WPV in healthcare. This project was a timely, relevant, and logical
response to these local policy and national initiatives, especially as it pertained to
clinical nurses most at risk for physical injury and emotional trauma when
patients are violent.
Summary
Workplace violence is a leading cause of injury in the healthcare field (BLS, 2022) with
nurses comprising the majority of those affected by this epidemic (AACN, 2022; Shafran-Tikva
et al., 2017). The recent COVID-19 pandemic has only exacerbated this problem, leading to
increased incidences of violence within the last year (ANA, 2022a). Current literature mostly
addressed how to prevent violent incidences from occurring rather than focusing on how clinical
nurses should manage a patient who has become violent. Developing a simple, logical, evidencebased clinical pathway that details how to manage violent patients could empower ICU nurses
with the knowledge that they have resources available and a series of simple actions they could
take to promote safety should their patient demonstrate violent behavior. This DNP project
successfully developed a CPW for the management of violent or potentially violent patients in an
ICU at the project site. A panel of expert stakeholders reached consensus in determining that the
CPW would be useful, complete, feasible, and easy to use. Future recommendations include
conducting a comprehensive pilot testing program in an ICU at the project site to make further
adjustments to the proposed pathway.
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Included

Screening

Identification

Identification of studies via databases and registers

Identification of studies via other methods

Records identified from CINAHL:
(n = 541)
Records identified from PubMed:
(n=1)
Records identified from Google
Scholar: (n=1)

Records removed before
screening:
Records marked as ineligible
by automation tools (n =500)
Records removed for other
reasons (n =18)

Records screened
(n = 26)

Records excluded by automation
tools: (n =7)
Records excluded by human:
(n= 8)

Reports sought for retrieval
(n = 16)

Reports not retrieved
(n = 4 )

Reports sought for retrieval
(n = 1)

Reports assessed for eligibility
(n = 21)

Reports excluded:
Study not done in an ICU
setting (n = 6)
Study done in PICU or NICU
(n = 4)
No CPW used (n = 2)

Reports assessed for eligibility
(n = 1)

Studies included in review
(n = 9)

Source. Page et al. (2021).

Records identified from:
Websites (n = 1)
Citation searching (n = 0)
etc.

Reports not
retrieved
(n = 0)

Reports
excluded:
(n =0 )

75

APPENDIX B
PRISMA FLOW DIAGRAM FOR WORKPLACE
VIOLENCE SEARCH

76

Included

Screening

Identification

Identification of studies via databases and registers

Records identified from CINAHL:
(n = 64)
Records identified from PubMed:
(n=29)
Registers (n =1)
Records identified from google
scholar (n=72)

Records removed before
screening:
Records marked as ineligible
by automation tools (n = 121)
Records removed for other
reasons (n =14)

Identification of studies via other methods

Records identified from:
Websites (n = 1)
Citation searching (n = 3)
etc.

Records screened
(n = 31)

Records excluded by automation
tools: (n =4)
Records excluded by human:
(n= 6)

Reports sought for retrieval
(n = 21)

Reports not retrieved
(n = 3 )

Reports sought for retrieval
(n = 4)

Reports not
retrieved
(n = 0)

Reports assessed for eligibility
(n = 18)

Reports excluded:
Reason 1- study not related
to WPV
(n = 1)
Reason 2- study not
researched in hospital setting
(n = 1)
Reason 3- duplicate study
(n = 1)

Reports assessed for eligibility
(n = 4 )

Reports
excluded:
(n =0 )

Studies included in review
(n = 15 )
Reports of included studies
(n = 2 )

Source. Page et al. (2021).
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Table C1
Evidence Table
Author

Purpose

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

AACN,
2019

To provide tips to
help understand deescalation in
dangerous situations

Resources from
American
Association of
Critical Care
Nurses

Recommendations
are for Critical
Care Settings
across the US.

Nurses reported
198,340
incidents in
AACN’s 2018
National
Workforce
Survey.

De-escalation
techniques
could help to
prevent future
violent events in
the critical care
setting.

To look at ED nurse
responses to
violence as well as
why WPV occurs.

None listed

Integrative
review

Web of Sciences,
MEDLINE, and
ScienceDirect

The AACN
Healthy Work
Environment
(HWE) National
Workforce Survey
was used to gather
violence
prevalence rates
for the previous
reporting year.
18 studies included
in review

Ayasreh &
Hayajneh,
2021

Recommended
to develop and
implement
WPV
prevention
programs

To reduce variation
in care and improve
overall quality of
patient care with the
use of a CPW
implementation for
colorectal cancer
patients

None listed

Cross-sectional
survey

Cancer patients
>40 within six
months of
diagnosis (n=433)
in Australia

Showed that
emergency
room nurses are
most vulnerable
to WPV as well
as showed
reactions to
WPV,
contributing
factors, and
which forms of
WPV are most
common.
Before the
CPW
implementation,
most patients
didn’t receive
timing
appropriate
care-mostly in
rural and
disadvantaged
populations

Bergin et al.,
2020

10 recommended
CPWs were used

CPW
implementation
to ensure
patients receive
evidence-based
care helps
patients receive
more timely and
up to date/
appropriate
cancer treatment

Grade Level
VII

I

IV
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Table C1 Continued
Author

Purpose

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

Brunero et
al., 2021

Describes how
effective tabletop
exercises are in
preparing
healthcare workers
for WPV events

Sequential
explanatory
mixed method
design with
quantitative and
qualitative
phases to
evaluate tabletop
exercises

49 staff
participants from
a 450 bed tertiary
referral hospital in
Sydney, Australia

Tabletop exercises
utilizing focus
groups

Tabletop
exercises can
help prepare
healthcare
workers for
WPV events in
practice

To look at
measures of
internal
consistency
reliability,
construct validity,
and comparisons
on demographics
of the Personal
Workplace Safety
Instrument for
Emergency Nurses
(PWSI-EN)

None listed

Systematic
review and
expert opinion

300 Emergency
Department
nurses across 16
hospitals in the
United States

A 31-question
survey using a 5
point Likert scale
for psychometric
testing of the
PWSI-EN

The PWSI-EN
is a reliable and
valid tool to
determine if
nurses feel safe
in their ED
work
environment.

Cherney et
al., 2020

To reduce LOS in
ICU for trach
patients with use
of CPW

Iowa Model of
EvidenceBased Practice

Patients in the
trach trial (CPW)
group (n=21) and
control group
(n=117)

A locally created
CPW

ICU LOS
decreased from
21 to 10 days
for patients in
the CPW group

Chesire et al.,
2021

To look at how
nurses perceive
WPV within
various
dimensions

Study
designed to
provide a new
theoretical
framework for
understanding
WPV issues
within a
hospital

Retrospective
analysis of
baseline state
and prospective
comparison
against controls
Card-sorting,
multidimensional
scaling design

32 nurses in a
level one trauma
hospital in Florida

Violent incidents
were written on
cards and nurses
were asked to sort
each card into
violent event
categories
(dimensions)

WPV can’t be
reported in a
single
dimension as it
is a complex
perception by
healthcare
workers

Educators and
policy makers
should consider
using tabletop
exercises to
prepare
healthcare
workers for
future WPV
events.
Leadership
support is the
major
contributor to
making ED
nurses feel safe
from WPV.
This study can
be used in the
future to frame
discussions on
feelings of
safety in the
ED.
A CPW for
trach care may
decrease ICU
LOS and
improve patient
outcomes
Helps to
understand why
not every
violent event is
reported and
can help to look
at interventions
in future
practice.

Burchill et
al., 2017

Grade Level
IV

VI

IV

III
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Table C1 Continued
Author

Purpose

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

Dafny &
Beccaria,
2020

To look at patient
and visitor
violence against
nurses and the
perception nurses
have as well as
gender themes in
relation to WPV.

Edholm et al.,
2020

Halm, 2017

Grade Level

Exploratory,
qualitative
design

23 nurses from
ED, ICU, and
Psych
departments in
Queensland,
Australia

Focus interviews
with each nurse
were performed
and the qualitative
data was analyzed
by NVivo as well
as the COREQ
checklist was
followed.

This study reports
specifically on
gender issues in
WPV noting males
are more likely to
experience threats
of physical
violence than
females. Future
projects need to
focus on ensuring
male nurses feel
safe in their work
environment.

IV

To decrease ICU
admissions for
DKA by use of a
CPW

None listed

Retrospective,
observational pre
to post
intervention
study

214 hospital
admissions with
DKA

Locally created
CPW

A CPW using
subcutaneous
insulin (opposed
to insulin infusion)
for DKA could
provide better
patient outcomes.

IV

To look at how deescalation
education effects
outcomes in
aggression
management

None listed

Systematic
review

CINAHL and
Medline were
searched for
articles from the
last 10 years:
2007-2017

7 papers were
reviewed: 2
systematic reviews,
1 qualitative study,
1 integrative
review, and 3 prepost studies

5 themes
emerged from
the interviews
regarding
WPV: the
nature of WPV,
perpetrators of
WPV, gender
and incidence
of violence,
acceptance of
WPV as part of
the job, and
reporting
violent
incidents
The CPW
decreased ICU
admissions,
increased
education about
diabetes, and
decreased ED
return visits
Nurses respond
positively to
educational
programs to
prevent
aggressive
behavior and
feel as though
they can better
recognize and
respond to
aggressive
behavior after
the educational
program.

More programs
are needed to
determine if
education is
effective in
reducing
aggressive
behavior

V

81
Table C1 Continued
Author

Purpose

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

Havaei et al.,
2019

To look at nurses’
perceptions of
workplace
violence and safety
in med-surg vs
mental health
settings.

Iannaccone et
al., 2020

Grade Level

Exploratory
correlational
design using
ordinal logistic
regressions

771 nurses in
med-surg and 189
nurses from
mental health
units in British
Columbia,
Canada.

Nurses perceive
systemic
violence at high
rates-not just in
mental health
and ED
settings.

Need to shift away
from research in
“high risk” areas
to better
understand how
violence affects
nurses overall.

IV

To recommend the
setup of
multidisciplinary
CPW for the rehab
of COVID-19
patients.

None listed

Preliminary
report of clinical
findings

A hospital in
Milan, Italy
(COVID-19
patients followed
from ICU to
rehab and
discharge)

A questionnaire
was sent through a
large e-news
announcement
from the British
Columbia Nurses
Union. Data
collected from
March 2017January 2018.
The authors
created their own
CPW to help guide
care from ICU to
rehab facilities for
patients with
COVID-19

Data was still
being gathered,
but overall the
hospital saw an
improvement in
functional
status of
patients being
discharged

VII

Kolk et al.,
2019

To look at how a
CPW affected
outcomes for postoperative cardiac
surgery ICU
patients

None listed

Retrospective
cohort study

7553 patients
operated on
between 20152017

Log EuroSCORE

LOS decreased
in the group of
patients who
followed a
CPW

Lange et al.,
2018

To reduce postextubation stridor
and the need for
re-intubation with
the use of a CPW

None listed

Observational
cohort study

All patients
screened with use
of CPW in a
Neuro ICU (56
patients were
extubated)

A locally created
CPW and checklist
was used following
extubation

The CPW led to
a reduction in
post-extubation
stridor and need
for reintubation

This study
suggests that
COVID-19
patients’
functionality,
cognitivity, and
cardiorespiratory
functionality
would benefit
from
multidisciplinary
CPWs.
CPWs are a good
way to standardize
care, decrease ICU
LOS, and improve
patient outcomes
in cardiac surgery
ICU patients
A CPW is a good
way to reduce the
rate of reintubation due to
post-extubation
stridor

IV

IV
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Table C1 Continued
Author

Purpose

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

Liu et al.,
2019a

To synthesize
evidence on the
prevalence of
WPV against
healthcare workers

Liu et al.,
2019b

Systematic
review and metaanalysis.

PubMed, Embase,
and Web of
Science from
inception to 2018

Two authors
assessed studies to
be included-253
eligible studies
selected from 331,
544 results

WPV is a global
problem that needs
to be addressed by
government,
policies, and
hospitals

To look at WPV
and how nurse
outcomes affect
patient safety

None listed

Descriptive,
cross sectional
survey

China Nurse
Survey adapted
from the
Pennsylvania
Registered Nurse
Questionnaire

Hospitals need to
put into place
programs to
reduce WPV

IV

Mohammed
et al., 2018

To compare CPW
care to the usual
care severe TBI
patients receive

None listed

Quasiexperimental
study

23 hospitals
across
Guangdong
province in China
with data
collected from
1502 nurses
60 patients in a
Trauma ICU in a
large teaching
hospital in Egypt

WPV is a
problem
especially in
North American
and Asian
countriesespecially in
EDs and psych
settings
WPV leads to
more burnout,
less nurse job
satisfaction, and
lower patient
safety

To test the
reliability of a
Portuguese version
of the 12-item
Violence
Prevention
Climate Scale
(VPCS)

None listed

Quantitative
cross-sectional
self-report

Sample of 120
currently
employed nurses
in Portugal
selected from a
random sampling
computer
technique

Abbreviated VPCS
used to test how
leadership provides
an environment
that prevents
physical and verbal
violence against
nurses.

A CPW is a good
way to standardize
care and improve
patient outcomes
in TBI patients
The VPCS is a
reliable tool that
can be sued for
cross-cultural
research on WPV.

III

Pacheco et
al., 2020

The CPW led to
shorter ICU
LOS and fewer
hospital related
complications
The Portuguese
version of the
VPCS is a
reliable
measure of
determining
nurses’
perceptions
about violence
prevention
policies and
practices.

A locally created
CPW intervention

Grade Level
I

IV
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Table C1 Continued
Author

Purpose

Pol et al,
2018

To evaluate if
policies that move
patients through
the ED quickly
have an impact on
ICU violence rates
after the National
Emergency Access
Target (NEAT)
program has been
implemented in
Australia.

Rahmani et
al., 2020

To explore Iranian
ED nurses’
experiences with
workplace
violence.

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

Grade Level

Retrospective
review of
medical records

45 bed ICU in a
tertiary hospital in
Victoria,
Australia

No established
survey tool used,
so a data collection
purpose-designed
tool made
specifically for this
project and tested
prior to use

There is a need for
strategies that can
help to minimize
violence in
healthcare.

VI

None listed

Qualitative
descriptive study

23 Iranian
prehospital nurses

In person
interviews and
analyzed by using
content analysis
methodology.

There was an
increase in
Code
Grey/Code
Black
(indicating
violent
behavior) after
NEAT
implementation.
Most common
comorbidities
associated with
codes called:
head trauma,
multi trauma,
drug overdose,
and cardiac
arrest.
4 main themes
emerged: “job
competency
mismatch,
inadequate
resources,
criticality of the
situation and
circumstance,
and inadequate
awareness and
misplaced
expectations of
society” (p.
137).

There is a gap
between public
expectations for
prehospital nurses
and reality-leading
to workplace
violence. Violence
control teaching
needs to be given
to these nurses.

VI
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Table C1 Continued
Author

Purpose

ShafranTikva et al.,
2017

To look at what
violent acts are
being committed,
the frequency, the
location, and who
is committing
these acts.

Sharma et al.,
2019.

To look at family
members’ and
healthcare
workers’
perception of why
there is WPV
against physicians
specifically.

Theory/
Framework
None listed

Design

Setting/Sample

Survey/Instruments

Findings

Implications

Grade Level

Qualitative
questionnaire
including focus
groups and
interviews

A 700 bed
university
affiliated hospital
in Israel. 628
physician and
nurse respondents
to the survey

A questionnaire
was given to
healthcare workers
that had been
validated through
interviews,
reviews, and
corrections.

More research
needed on
effective
interventions to
prevent violence.
Suggests that
Israeli government
needs to
implement
country-wide
interventions to
prevent violence.

IV

None listed

Questionnaire
based, cross
sectional study
performed over
one year

295 healthcare
workers were
included from a
tertiary care
teaching hospital

Adapted WHO
perform as
questionnaire
(translated into
local language)

58% of nurses
and physicians
experienced
violence within
the last 6
months, but
nurses
experienced
more violence
than physicians.
Verbal violence
was the most
prevalent, the
emergency
department
experienced the
most violence,
and those with
less
experienced
more violence.
Increased WPV
is causing
healthcare
workers to
practice
defensive
medicine and is
increasing
costs/making
patient
outcomes worse

More security and
better responses
from the hospital
are the biggest
need at this time

IV
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Table C1 Continued
Author

Purpose

Theory/
Framework
None listed

Design

Setting/Sample

Steyerberg et
al., 2019

The study wanted
to look at patient
case-mix, CPW,
and outcomes of
TBIs in Europe

Yetzer et al.,
2017

Yoo et al.,
2018

Survey/Instrumen
ts
IMPACT core
prognostic model
and Glasgow
Outcome Scale
Extended (GOSE)

Observational
cohort study

4509 patients with
a TBI in 18
countries

To evaluate
outcomes after a
CPW
implementation in
a OMFS unit

None listed

Retrospective
cohort study

All patients who
underwent OMFS
surgery in 2014 at
a large hospital

Kruskal-Wallis
test and Fisher
exact test

To look at coping
methods for ICU
nurses who have
experienced
violence rom
patients or
families.

None listed

Mixed methods
design using a
survey to collect
quantitative data
and interviews
for qualitative
data.

200 nurses from
an ICU in a
tertiary hospital in
Seoul, Korea

An 11-item
survey tool was
used that was
comprised of
items looking at
verbal abuse,
physical threat,
and physical
violence as well
as a Korean
version of the
Assault Response
Questionnaire:
ARQ-K

Findings

Implications

Grade Level

Patients were
identified by
CPW prior to
admission,
patients with
TBI in Europe
are older than
previous studies
suggest, and
most have
incomplete
recovery from
the TBI
The CPW
reduced LOS,
infection rate,
and
unanticipated
return to OR
when compared
with the control
group
99.5% of nurses
reported
experiencing
violence from
patients-four
themes were
discovered from
the nurse
interviews:
perception of
violence, coping
with violent
experiences,
coping
resources, and
caring mind after
violence was
experienced

The incomplete
recovery of TBIs
in many patients
should motivate
practitioners to
identify best
practices and use
CPW to improve
care

IV

CPWs for OMFS
patients can
improve outcomes
and decrease
hospital LOS as
well as improve
communication
within the care
team
This study
suggests that ICU
nurses in Korea
experience more
violence than
other hospital
areas and that the
most frequent
coping mechanism
is asking
colleagues for
help-future studies
should focus on
how ICU nurses’
needs should be
prioritized when it
comes to WPV

IV

III
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Author

Purpose

Zhang et al.,
2017

To see what
influences WPV
and the prevalence
of WPV against
nurses in China

Theory/
Framework
None listed

WPV= Workplace Violence
ICU= Intensive Care Unit
ED= Emergency Department
Pysch= psychiatric department

Design

Setting/Sample

Multi-center,
cross-sectional
study

4125 nurses
across 25
hospitals in 14
cities across 7
geographical
regions in China

Survey/Instrumen
ts
Questionnaires
including
demographic
information, the
Workplace
Violent Incident
Questionnaire, the
Jefferson Scale of
Empathy-Health
Professionals, and
the Practice
Environment
Scale of Nursing
Work Index were
distributed

Findings

Implications

Nurses with less
experience, who
work in an ED or
peds, have low
empathy levels,
and who work in
low
socioeconomic
areas are more
likely to
experience
WPV.

Demonstrates that
the WPV level is
higher in China
than in other
countries and that
there needs to be
support for nurses
from unit
leadership and up
the chain of
command.

Grade Level
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APPENDIX D
CLINICAL PATHWAY FOR THE MANAGEMENT OF
VIOLENT OR POTENTIALLY VIOLENT PATIENTS
IN THE INTENSIVE CARE UNIT SETTING
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APPENDIX E
KNOWLEDGE TO ACTION FRAMEWORK
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Source. Graham et al. (2006).
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APPENDIX F
ROUND ONE SURVEY FOR GROUP OF
EXPERT STAKEHOLDERS
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Proposed Clinical Pathway for the Management of
Violent or Potentially Violent Patients in the ICU:
Validation Survey (Round 1)
Thank you for your time and interest in completing this anonymous survey to help
develop a proposed Clinical Pathway (CPW) for the management of violent or potentially violent
patients in the ICU as part of my Doctor of Nursing Practice (DNP) project. This survey aims to
gather your expertise and determine the usability and feasibility of the CPW as well as determine
if there is any redundancy or missing information within the pathway. The mission of this project
is to create a CPW that allows ICU nurses to follow a logical step by step process in the
management of violent patients. The vision is to have a completed clinical pathway ready for
implementation into current ICU practice at Harborview Medical Center after this DNP project
has been completed. Please be advised that the completion of this survey provides implied
consent in the participation of this project. If you should need to contact me, my email is
XXXXX. My DNP project Committee Chair is Dr. Natalie Pool, PhD, RN, CNE, and she may be
reached at natalie.pool@unco.edu.
Disclosure: Surveys for this scholarly project will be conducted using Qualtrics Survey
Software. Before you begin, please note that the data you provide may be collected and
used by Amazon as per its privacy agreement. Additionally, this research is for residents
of the United States over the age of 18; if you are not a resident of the United States
and/or under the age of 18, please do not complete this survey. Qualtrics may have
specific privacy policies. You should be aware that these web services may be able to
link your responses to your ID in ways that are not bound by this consent form and that
data confidentiality procedures used in this study. If you have concerns, you should
consult these services directly.
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Participant Demographics
1. What is your current role at HMC (please select one):
MD PA NP RN Charge RN Nurse Manager Security Officer Risk Management
2. Does your current role include working within an ICU setting? Yes

No

3. Please indicate how many years you have worked in your current role at HMC: _______
Please review the attached Clinical Pathway for the Management of Violent or Potentially
Violent Patients and respond to the following questions. Please provide brief responses if ‘no’ is
selected.
4. Do you consider the pathway content valid and applicable to the management of violent
or potentially violent patients in the ICU setting?

Yes

No

Please comment if you selected “No” (140 character limit) __________________
5. Do you find the pathway to be useful and easy to follow?

Yes

No

Please comment if you selected “No” (140 character limit) __________________
6. Do you think the steps of the pathway are logical? Yes

No

Please comment if you selected “Yes” (140 character limit) __________________
7. Do you think it will be feasible to implement the pathway in the ICU setting at HMC in
the future?

Yes

No

Please comment if you selected “No” (140 character limit) __________________
8. Do you think the pathway is missing any information?

Yes

No

Please comment if you selected “Yes” (140 character limit) __________________
9. (Optional) Please include any further comments or suggestions about the pathway (140
character limit) ______________________
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APPENDIX G
EXPERT STAKEHOLDER RECRUITMENT E-MAIL
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Hello,
My name is Ellie Pfouts and I’m a Nurse Practitioner here at HMC with the Ortho Team. I am
currently enrolled in the Doctor of Nursing Practice (DNP) program through the University of
Northern Colorado School of Nursing. Dr. Pat Blissitt has shared with me that you might be
willing to participate in my project focused on the creation of a clinical pathway designed for use
in the ICU setting for the management of violent or potentially violent patients. Workplace
violence is a long-standing issue in healthcare and has sharply increased globally over the past
several years. In response, the goal of my project is to use input from a multidisciplinary panel
of stakeholders to develop a clinical pathway for managing violent/potentially violent patients
that could potentially be pilot tested here at HMC in the future. The panel of stakeholders will
consist of medical, nursing, security, and risk management personnel.
Should you agree to participate, you will be asked to review at least two drafts of the clinical
pathway and to complete a short survey with each review. In the case that group consensus
cannot be achieved, this process may be repeated a third time. Reviewing each clinical pathway
draft and completing the accompanying survey is expected to take approximately 10 minutes of
your time and will be done virtually.
Please respond to this email by [ENTER DATE] if you are interested in participating in the
project as an expert stakeholder. I am also happy to answer any of your questions about the
project.
Thank you for considering!
Ellie Pfouts, MSN, ARNP
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APPENDIX H
PERMISSION TO COMPLETE PROJECT AT
HARBORVIEW MEDICAL CENTER
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APPENDIX I
INSTITUTIONAL REVIEW BOARD APPROVAL
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APPENDIX J
REVISED CLINICAL PATHWAY FOR ROUND
TWO DATA COLLECTION
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APPENDIX K
ADDITIONAL EMAILED FEEDBACK FROM EXPERT
STAKEHOLDERS FROM ROUND ONE
DATA COLLECTION
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Dear Ellie,
I just had a chance to review this in detail and took your survey.
This is a great start! I left comments in the survey, but they didn't always fit in the character
limit, so I wanted to share some additional feedback:
• would define the 'risk factors'
• would define your 'inclusion criteria' for violent behavior
(doesn't have to be in the boxes but maybe in an appendix)
• 'reassess every 2 hours' might make the patient more worked up - maybe reassess q
shift?
for how long would you reassess (days?)
alternatively, might make sense to get rid of the 'no' box (if they are violent, we should
react, but 'monitoring for potential violence' depends on the individual patient)
• between step 1 and step 2, I really like your de-escalation plan, would suggest reorganizing in an escalating fashion (music, calm environment, verbal reassurance, add
involvement of family members, remove unsafe items, chemical restraints/Rx plan,
physical restraints, security...could also include psych consult in this chain)
• what is the ultimate plan? with the charge nurse rounding every hour, what is expected
of them?
(also I am not an RN and have never worked as a charge nurse, but would that be a
realistic time commitment for them)
• as stated above, I would include something about involving the family/LNOK, etc
Hope these are helpful, and I'd be happy to chat anytime.
Great job!!!!
<NAME REDACTED>
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APPENDIX L
SECOND ROUND QUALTRICS SURVEY SENT TO
EXPERT STAKEHOLDERS
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Qualtrics Survey round 2
Thank you for your time and interest in completing this anonymous survey to help develop
a proposed Clinical Pathway (CPW) designed for the use of bedside nurses for the management
of violent or potentially violent patients in the ICU as part of my Doctor of Nursing Practice
(DNP) project. The pathway has been updated to reflect your previous feedback gathered from
the first round of surveys. Please review the revised pathway and complete the round two
questionnaire. This survey is estimated to take you approximately 10 minutes to complete.
You may decide not to participate in this study and if you begin participation, you may still
decide to stop and withdraw at any time. Your decision will be respected. If you decide to
participate, your completion of the research procedures indicates your consent. Please keep or
print this form for your records. If you have any concerns about your selection or treatment as a
research participant, please contact Nicole Morse, Office of Research & Sponsored Programs,
University of Northern Colorado, Greeley, CO; 970-351-1910 or nicole.morse@unco.edu. If you
should need to contact me, my email is hogg1864@bears.unco.edu. My DNP project Committee
Chair is Dr. Natalie Pool, PhD, RN, CNE, and she may be reached at natalie.pool@unco.edu.
Participant Demographics
1. What is your current role at HMC (please select one):
MD PA NP RN Charge RN Nurse Manager Security Officer Risk Management
2. Does your current role include working within an ICU setting? Yes

No

3. Please indicate how many years you have worked in your current role at HMC: _______
Please review the attached Clinical Pathway for the Management of Violent or Potentially
Violent Patients and respond to the following questions. Please provide brief responses if ‘no’ is
selected.
4. Do you consider the pathway content valid and applicable to the management of violent
or potentially violent patients in the ICU setting?

Yes

No

Please comment if you selected “No” (140 character limit) __________________
5. Do you find the pathway to be useful and easy to follow?

Yes

No

Please comment if you selected “No” (140 character limit) __________________
6. Do you think the steps of the pathway are logical? Yes

No
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Please comment if you selected “Yes” (140 character limit) __________________
7. Do you think it will be feasible to implement the pathway in the ICU setting at HMC in
the future?

Yes

No

Please comment if you selected “No” (140 character limit) __________________
8. Do you think the pathway is missing any information?

Yes

No

Please comment if you selected “Yes” (140 character limit) __________________
9. (Optional) Please include any further comments or suggestions about the pathway (140
character limit) ______________________
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APPENDIX M
ADDITIONAL EMAILED FEEDBACK FROM EXPERT
STAKEHOLDERS FROM ROUND TWO
DATA COLLECTION
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Hi Ellie,
This is coming along great!
A few comments:
• would define the risk factors a bit more precisely, would add documented history of
violence
obviously, someone that is violent screens in, but what exactly does 'potentially violent'
mean?
also, not all brain injuries are necessarily violent, so would be more specific (eg TBI
involving an altercation, or bifrontal injury, stratify by GCS) - eg we are a neuro icu,
and ALL our patients have brain injury but most are not violent, man are comatose,
others are coherent, and neither group has to be assessed q12h.
• What are triggers for steps 2-4? If step 1 is unsuccessful? If there is certain type of
violence?
• Should step 2 and 3 be merged (once you feel concerned enough to call security, you may
as well place the orange signals)? What is the purpose of the orang wristband and dot?
To warn providers?
• What is the purpose of security rounding in regular time intervals? Same of the charge
nurse? Is a certain time interval (q4h) more helpful than them being available? What is
expected of them? Should they round together?
• Also, maybe if violence has not resolved by xxx, a team huddle may not be a bad idea to
formulate a mutually agreeable plan.
Hope this is helpful!
<NAME REDACTED>
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APPENDIX N
FINAL DRAFT CLINICAL PATHWAY

Clinical Pathway for Registered Nurse Management of Violent or Potentially Violent Patients
in the Intensive Care Unit Setting
Identified Risk or Observed Violent
Behavior
Information received from initial ICU
assessment or the ED/admitting team about
patient’s violent/potentially violent behavior
or risk factors for violence (i.e., brain injury,
dementia, substance withdrawal, etc.)

Observed Behaviors in the ICU
Escalating, aggressive, or
violent/potentially violent
behaviors shown towards self or
staff (verbal, physical, sexual)
No

Yes

•
•
•
•
•
•
•

Step 1: Implement De-Escalation Interventions
Offer calm music, nature sounds, or quiet
environment (based on patient
preference/response)
Provide frequent verbal reassurance to patient
Add involvement of family members if possible
Remove any items that can be thrown. Or if safe,
ensure patient has necessary items at fingertips
Reduce additional environmental stressors such as
bright overhead lighting
Liberate from restraints (if safe)
Obtain sedation and/or anxiety medication orders
as needed
De-escalation techniques
successful?

No

Yes

Reassess every 2
hours for 12 hours

If no further violent
behavior has occurred,
reassess every shift and
resume pathway as
needed.

NOTE: Steps 2-4 may occur
simultaneously and can be performed by
the RN or other team members
Step 2: Contact Security
• Notify security of patient’s presence
on unit and describe concerns

Step 3: Apply Labels and Notify Provider
• Place orange armband on patient
(provide education to patient) and
orange dot outside patient room
• Inform provider of patient’s status
and request workup of etiology of
violent behavior

Step 4: Contact Nursing Supervisors
• Inform Charge Nurse and Nurse
Manager of patient’s
violent/potentially violent behavior

•

Security Rounding
Increase security rounding to every
2-4 hours depending upon patient
condition and/or staffing

If Ongoing Threat, Escalation or
Violence Occurs Despite Interventions
• Call Code Gray (4-5555)
• Report situation to Charge Nurse
or Nurse Manager
• Seek medical attention as
needed (through ED or
employee health)
• Fill out a PSN
• Debrief with leadership and/or
mental health support staff
Nursing Leadership Rounding
Nurse Manager or Charge Nurse will
round on patient at least once
every 4 hours

Step 5: Flag Chart/EHR
Flag medical chart/EHR to inform
other staff of patient’s
violent/potentially violent behavior

If no resolution of violence/potential violence occurs in 12 hours, suggest team huddle with
RN, security, ICU provider, Charge RN, and family or patient as appropriate to discuss concerns
and changes to treatment plan

